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chloramphenic ol, Parke 


“Resistance to chloramphenicol was surprisingly infre- 
quent (0-5 )” among strains of staphylococci isolated 
from outpatients over a 5-year period. It was impressive 
to note that less than 6°% of 310 strains isolated from 
patients treated in the emergency room were resistant to 
CHLOROMYCETIN. Moreover, it would appear “...that 
chloramphenicol-resistant staphylococci disappear 
more readily after leaving the hospital environment.”! 


Goslings and Biichli? report that “... resistance was lost 
entirely after 3 months...” in the small percentage of 
patients who carried staphylococcal strains resistant to 
CHLOROMYCETIN. Numerous other investigators con- 
cur in the observation that staphylococcal resistance to 
CHLOROMYCETIN is of a low order.3-8 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is avail- 
able in various forms, including Kapseals® of 250 mg., in 
bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, be- 
cause certain blood dyscrasias have been associated with its 
administration, it should not be used indiscriminately or for 
minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient 
requires prolonged or intermittent therapy. 


References: (1) Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 
173:475, 1960. (2) Goslings, W. R. O., & Biichli, K.: Arch. Int. Med. 
102:691, 1958. (3) Goodier, T. E. W., & Parry, W. R.: Lancet 1:356, 1959. 
(4) Fisher, M. W.: Arch. Int. Med. 105:413, 1960. (5) Petersdorf, R. G., 
et al.: Arch. Int. Med. 105:398, 1960. (6) Glas, W. W., in Symposium on 
Antibacterial Therapy, Michigan & Wayne County Acad. Gen. Pract., 
Detroit, September 12, 1959, p. 7. (7) Modarress, Y.; Ryan, R. J., & 
Francis, Sr. C. E: J. M. Soc. New Jersey 57:168, 1960. (8) Rebhan, A. W.,, 
& Edwards, H. E.: Canad. M. A. J. 82:513, 1960. 


IN VITRO SENSITIVITY OF COAGULASE-POSITIVE 
STAPHYLOCOCCI! TO CHLOROMYCETIN 
FROM 1955 TO 1959* 


1855 


1957 


1958 


1858 95% 


These sensitivity tests were done by the disc method on 310 strains of 
coagulase-positive staphylococci. Strains were isolated from patients seen 
in the emergency room. It should be noted that among inpatients, resistant 
strains were considerably more prevalent. 


*Adapted from Bauer, Perry, & Kirby? 
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Following determination 
of basal secretion, 
intragastric pH was 
continuously determined 
by means of frequent 
readings over a 
two-hour period. 
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pH Daia based on pH measurements in 11 patients with peptic ulcer! 
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“ANTACID 
TABLETS 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster: than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 

New Creamalin provides virtually the same effects as a liquid 
antacid?-with the convenience of a tablet. 

Nonconstipating and pleasant-tasting; new Creamalin antacid 
tablets will not produce ‘“‘acid rebound” or alkalosis. 

Each new Creamalin antacid tablet contains 320 mg. of speciaily 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 
i] d whole with water or milk, or allowed to dissolve 


be e 
in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 


1. Data in the files the of Medical Research, 
Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
Pharm. A. (Scient. Ed. 48: 384, July, 1959. 


for peptic ulcer = gastritis = gastric hyperacidity 
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ADVERTISEMENTS 


When it’s penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


potassium phenethicillin 


Consistent dependable therapeutic response through 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic leveis for less 
susceptible organisms, 

Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 


stituted liquid. Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrows the spectrum 
of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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Bone section: erosion 
and purulent exudate 


Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including ubiquitous 
staphylococci. Right from 
the start, prescribing it gives 
you a high degree of 
assurance of obtaining the 
desired anti-infective action 
in this as in a wide variety 
of bacterial diseases. 


Supplied: Capsules, each 
containing Panmycin* 
Phosphate (tetracycline 
phosphate complex), 
equivalent to 250 mg. 
tetracycline hydrochloride, 
and 125 mg. Albamycin,* 
as novobiocin sodium, in 
bottles of 16 and 100. 


"Trademark, Reg. U. S. Pat. Off. 


The Upjohn Company 
Kalamazoo, Michigan 


Upjohn 


your broad-spectrum 
wy antibiotic of first resort 
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ADVERTISEMENTS 


Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.? More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added. protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


971 


...extraordinarily effective diuretic..’ 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 
¢ K (5 ¢ 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
€ K (2.5 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 1960. 


Naturetin NaturetinsK ©. 


Squibb uibb Benzvdrofit 
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ANNOUNCING— 

SPECIFIGALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


ENTIRELY NEW SYNTHETIC 
PENICILLIN 


™ 
re 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 

ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASES 
WHICH INACTIVATE 
OTHER PENICILLINS 


= 
1 
(Bristol) | 
Bristol 


CUT HERE FOR FILING 


CUT HERE FOR FILING 


OrrictAL PACKAGE CIRCULAR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 
For Injection 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 

Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin), equivalent to 900 mg. dimethoxypheny] penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patient. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 

For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
(continued) 
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OrFiciaAL PacKaGe CircuLar (continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHC.LLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 mcg./ml. on the average after a 1.0 Gm. dose) are 
attained within | hour; and then progressively decline to less than 
1 meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 


During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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In the presence of staphylococcal 


penicillinase, STAPHCILLIN remained active are 
80 and retained its antibacterial action. os 
By contrast, penicillin G was rapidly 
0 destroyed in the same period of time. 
4 (After Gourevitch et al., to be published) 
5 (60. = 
= 
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PENICILLIN G 


PENICILLIN 
STAPHCILLIN 


Specifically for “resistant” staph... 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


‘he failure of staphylococcal infections to respond to penicillin therapy is attributed to 

he penicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 

Inlike other penicillins: 

| STAPHCILLIN is effective because it retains its antibacterial activity despite the pres- ; : 
nce of staphylococcal penicillinase. 7 


! The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
wide variety of infections due to “resistant” staphylococci, many of which were serious 
nd life-threatening. 


ike other penicillins: 

STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
ain or irritation at the injection site is comparable to that following the injection of 
enicillin G. Jn occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package-Circular provides com- 
plete information on the indications, dosage, and precautions for the use of STAPHCILLIN, If you desire ae 
additional information concerning clinical experiences with StapHcILLIN, the Medical Department of ee 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
PLaza 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N. Y. 20, N. Y. 


RISTOL LABORATORIES » SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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SYNCILLIN 
250 mg. 


ACUTE BRONCHITIS 


H.F. 45-year-old white female. First seen on ees 
Aug. 24, 1959 with acute bronchitis of 3 days' 

duration. Culture of the sputum revealed alpha 

hemolytic streptococci. A 250 mg. SYNCILLIN fe 

tablet was administered 3 times daily. Another — 

sputum culture taken on Aug. 27 showed no growth. 


On Aug. 30, the patient ae mach improved 


Illustrative and SYNCILLIN was discontinued.” 
case summary 


from the files of 
Bristol Laboratories’ Recovery uneventful 
edical Depastoent 


(phenoxyethy! penicillin potassium 


form to meet the individual of patients of allages in home, office, 
Tablets — 250 mg. 000 units). Tablets — 125 mg. (200,000 units) 


plete on indicatic 
dosage and precautions is included in 
circular accompanying each packs 


d 
FIRST SYNTHESIZED AND MADE AVAILABLE BY BRISTOL 
Syncillin Pediatric Drops — 1.5 Gm. bottles. Calibrated dropper delivers 125 mg. (200,000 units) 
ae | _ *Streptococeal infections should be treated for at least 10 days to prevent the development of rheuma athe fe ver “ 
as prophylaxis against bacterial endocarditis in susceptible patients; 


The muscle relaxant with an independent pain-relieving action 


Wallace) 
) Wallace Laboratories, Cranbury, New Jersey 


Put your 
low-back patient 
back on the 


payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
him back to his normal activity— 
and fast! 


HOW SOMA HELPs: Soma provides direct pain relief 
while it relaxes muscle spasm. 

YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 

Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. UsuaL DosaGE: 
1 TABLET Q.I.D. 
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ADVERTISEMENTS 


. benzthiazide 


A basic principle of diuresis is that ‘‘increased urine 
volume and loss of body weight are proportional to 
and the osmotic consequences of loss of ions.””! 


Robins’ new NaClex is a potent, oral, non-mercurial 
diuretic that helps reduce edema through the appli- 
cation of this fundamental principle. It limits the 
reabsorption of sodium and chloride in the renal 
proximal tubules (with a relative sparing of potassium). 
The body’s homeostatic mechanism responds by in- 
creasing the excretion of excess extracellular water. 
Thus the NaClex-induced removal of salt leads to a 
reduction of edema. — 


a unique chemical structure 

NaClex (benzthiazide) is a new molecule which pro- 
vides a “‘pronounced increase in diuretic potency”? 
over its antecedent sulfonamide compound. Com- 
pared tablet for tablet with current oral diuretics, it 
is unsurpassed in diuretic potency 


a new diuretic 
with an 
unsurpassed 
faculty for 
salt excretion 


as salt goes, so goes edema 


twofold value 


NaClex produces diuresis, weight loss, and sympto- 
matic improvement in edema associated with various 
conditions. It also has antihypertensive properties 
and may be used alone in mild hypertension or with 
other antihypertensive drugs in severer cases. 


For complete dosage schedules, precautions, or other informa- 
tion about NaClex, please consult basic literature, package 
insert, or your local Robins representative, or write to the 
A. H. Robins Co., Inc. 

Supply: Yellow, scored 50 mg. tablets. 


References: 1. Pitts, R. F., Am. J. Med., 24:745, 1958. 2. Ford, 
R. V., Cur. Therap. Res., 2:51, 1960. 


A. H. ROBINS COMPANY, INC. 
RICHMOND 20, VIRGINIA 
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acetylsalicylic acid (300 mg.) and chlormezanone (50 mg.) T abl et S 


Trancoprin 
interrupts 


. 
| 


a broad spectrum 
non-narcotic analgesic 


Trancoprin, a new analgesic, not only raises the pain perception threshold 
but, through its chlormezanone component, also relaxes skeletal muscle spasm! 
and quiets the psyche.?*57 

The effectiveness of Trancoprin has been demonstrated clinically* in a 
number of patients with a wide variety of painful disorders ranging from 
headache, dysmenorrhea and lumbago to arthritis and sciatica. In a series of 
862 patients,’ Trancoprin brought excellent or good relief of pain to 88 per cent 
of the group. In another series,? Trancoprin was administered in an industrial 
dispensary to 61 patients with headache, bursitis, neuritis or arthritis. The 
excellent results obtained prompted the prediction that Trancoprin “.. . will 
prove a valuable and safe drug for the industrial physician.” 


Exceptionally Safe 

No serious side effects have been encountered with Trancoprin. Of 923 
patients treated with Trancoprin, only 22 (2.4 per cent) experienced any side 
effects.°° In every instance, these reactions, which included temporary gastric 
distress, weakness or sedation, were mild and easily reversed. 


Indications 

Trancoprin is recommended for more comprehensive control of the pain 
complex (pain —»tension—»spasm) in those disorders in which tension and 
spasm are complicating factors, such as: headaches, including tension head- 
aches / premenstrual tension and dysmenorrhea / low back pain, sciatica, 
lumbago / musculoskeletal pain associated with strains or sprains, myositis, 
fibrositis, bursitis, trauma, disc syndrome and myalgia / arthritis (rheumatoid 
or hypertrophic) / torticollis / neuralgia. 


Dosage 

The usual adult dosage is 2 Trancoprin tablets three or four times daily. 
The dosage for children from 5 to 12 years of age is 1 tablet three or four times 
daily. Trancoprin is so well tolerated that it may be taken on an empty stomach 
for quickest effect. The relief of symptoms is apparent in from fifteen to thirty 
minutes after administration and may last up to six hours or longer. 


How Supplied 
Each Trancoprin tablet contains 300 mg. (5 grains) of acetylsalicylic acid 
and 50 mg. of chlormezanone [Trancopal® brand]. Bottles of 100 and 1000. 


Tr ancopr in Tablets / non-narcotic analgesic 


References: 1. DeNyse, D. L.: M. Times 87:1512, Nov., 1959. 2. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 
3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. Res. 2:127, April, 
1960. 5. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 6. Mullin, W. G., and Epifano, Leonard: Am. 
Pract. & Digest Treat. 10:1743, Oct., 1959. 7. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 8. Collective 
Study, Department of Medical Research, Winthrop Laboratories. 9. Hergesheimer, L. H.: An evaluation of a muscle 
relaxant (Trancopal) alone and with aspirin (Trancoprin) in an industrial medical practice, to be submitted. 


(|, )uithnop LABORATORIES , New York 18, N. Y. 


Trancoprin and Trancopal (brand of chlormezanone) trademarks reg. U.S. Pat. Off. 1518M 
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CREMOSUXIDINE consolidates fluid stools, reduces enteric bacteria, 
detoxifies putrefactive material, and soothes the irritated intestinal mucosa. 
Chocolate-mint flavored...readily accepted by patients of all ages. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


Dp MERCK SHARP & DOHME, division OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


CRE AND SUU! ARE TRADEMARKS OF MERCK & CO., INC. 


16 
| 
ia 
| 


ADVERTISEMENTS 17 


wo basic 
ipproaches 


ctois... ALLAY ANXIETY... PROMOTE VASODILATI 


* 


ARNIS 


don’t get 
ie hs: CARTRAX REDUCES “LENGTH, SEVERITY AND 


RIS’ 


Clark treated 31 anginal patients who showed signs of anxiety, fear, excitement and other forms of emotional 
stress. On CARTRAX, all 31 fared better than they had on previous therapy...as judged both by subjective 
reports and by reduced nitroglycerin requirements.* 


CARTRAX combines PETN (for prolonged vasodilation) with ATARAX (the tranquilizer preferred for angina patients 
because of its safety and mild antiarrhythmic properties). Thus, CARTRAX helps you to cope with both com- 
ponents of angina pectoris—circulatory and emotional. 


For a better way to help your angina patients relax, prescribe CARTRAX. *Clark, T. E., in press. 


t ®@tt Dosage: Begin with 1 to 2 yellow CARTRAX “10” 
P ET N + ATARAX tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 
times daily. For dosage flexibility, CARTRAX “20” 
(pink) tablets (20 mg. PETN plus 10 mg. ATARAX) may be utilized at a level of one tablet 
three to four times a day. The tablets should be administered before meals for optimal ew york 17, N. Y 
fesponse. For convenience, write “CARTRAX TO” or “CARTRAX 20.” As with all nitrates, Division, Chas. Pfiz q 
use with caution in glaucoma. Supplied: In bottles of 100. Prescription only. Science for the World’s Well-Being™ 
T pentaerythritol tetranitrate tt brand of hydroxyzine 
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Use of SARDO in 118 dermatological patients to relieve 
dry, itchy, scaly, fissured skin achieved these excellent 


results: 
CASES AFTER SARDO* 
Excellent Good Poor 

49 Senile skin 32 13 4 
26 Dry Skin in younger 

patients (diabetes, etc.) 14 11 1 
20 Atopic dermatitis 8 10 2 : 
13 Actinic changes 9 
10 Ichthyosis 3 4 3 H 
Skin Conditions Benefited No Benefit 
20 Nummular dermatitis 19 1 
10 Neurodermatitis 10 


SARDO acts’ to (A) lubricate and soften skin, (B) replenish natural 
emollient oil, (C) prevent excessive evaporation of essential moisture. 


SARDO releases millions of microfine water-miscible globules to pro- 
vide a soothing suspension which enhances the efficacy of your other 
therapy. 


SARDO is pleasant, convenient, easy to use; non-sticky, non-sensitiz- 
ing. Bottles of 4, 8 and 16 oz. 


for SAMPLES and complete reprint of Weissberg paper, please write... 


1. Weissberg, G.: 
Clin. Med., June 
1960. 


2. Spoor, H. J.: 
N. Y. St. J. Med., 
Oct. 15, 1958. 


*patent pending 
T.M. ©1960 


Sardea u, Inc. 75 East 55th Street, New York 22, N. Y. 
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Your difficult rheumatic patient... 


through effective relief and rehabilitation 


For the patient who does not require steroids 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 


In each enteric-coated tablet: 


Om Salicylate U.S.P.....0.3 Gm. (5 gr.) 
‘odium 

para-aminobenzoate ......0.3 Ga. gr.) 
Ascorbic acid 0 mg. 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 


Potassium salicylate .......... 0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ......0.3 6 gr.) 
Ascorbic acid 0 mg. 


N 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage... satisfac- 
tory remission of rheumatic 
symptoms in 85 % of patients 
tested. 

In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium Salicylate ..........00000 0.3 Gm. 

Potassium para-aminobenzoate.. 0.3 Gm. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA ¢ Ethical Pharmaceuticals of Merit since 1878 
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is in the radiograph! 


When you choose x-ray for private practice, look 
at performance as well as the price tag. “Econ- 
omy” that is gained by short-cuts in table 
design or a reduction in power may mean slow 
exposures, blurred radiographs and repeated 
retakes. General Electric’s Patrician “200” 
combination is designed with adequate power 
for private practice —a full 200 ma to stop 
anatomical movement sharply and clearly. 
Many other features found in larger installa- 
tions are engineered into the Patrician: 81” 
table, independent tubestand, shutter limiting 
and automatic tube protection, to name just 


a few. And, considering its uncompromising 
G-E quality, this Patrician “package” is re- 
markably low priced. 

Rent the Patrician through the G-E Maxi- 
service® plan that provides the complete in- 
stallation, including maintenance, parts, tubes, 
insurance, local taxes — everything in one 
monthly fee. Get details from your G-E x-ray 
representative listed below. 


Progress Is Our Most Important Product 
GENERAL @@ ELECTRIC 


DIRECT FACTORY BRANCH 
KANSAS CITY, MO. 
706 Westport Ru. ¢ Jefferson 1-3505 


RESIDENT REPRESENTATIVES 
WICHITA 
E. 


J. W. HELLER E. RINK 
710 Park Lane ¢ Central 4-0324 500 Fairway * AMherst 7-1053 
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IN SINUSITIS, COLDS AND UPPER RESPIRATORY DISORDERS 


Extentabs 


LET YOUR PATIENTS BREATHE EASIER! 


In sinusitis, colds and other upper respiratory and 
allergic disorders, new DIMETAPP Extentabs offer 
more useful decongestant therapy. 


UNSURPASSED RELIEF OF NASAL CONGESTION: 
In DIMETAPP Extentabs, the unexcelled antihista- 
mine, Dimetane, and two outstanding decongest- 
ants—phenylephrine and phenylpropanolamine — 
promptly dry secretions and reduce edema and 
congestion in the nose, the sinuses, and the upper 
respiratory tract. 

CLEAR BREATHING FOR 12 HOURS ON 1 TABLET: 
Long-acting DIMETAPP Extentabs offer up to 
12-hour relief on just one tablet. Easier-to-use 
DIMETAPP reaches into areas which nose drops or 


sprays can’t touch—without rebound congestion. 
EXCEPTIONAL FREEDOM FROM SIDE EFFECTS: 
DIMETAPP Extentabs are exceptionally free of side 
reactions. Dimetane offers a high percentage of 
relief with only drowsiness as a possible, infrequent 
side effect. Small, fully efficient dosages of decon- 
gestants minimize overstimulation. 


DIMETAPP Extentabs contain Dimetane® (parabromdylamine [bromphen- 
iramine] maleate) 12 mg.,phenylephrine HCI 15 mg.,and phenylpropanol- 
amine HC! 15 mg. 

DOSAGE: Adults—1 Extentab q.8-12 hours. Children over 6—1 Extentab 
q. 12 hours. Administer with caution to patients with cardiac or peripheral 
vascular diseases and hypertension, and to those sensitive to antihistamines. 
See package insert for further details and bibliography. 


A. H. Robins Co., Inc., Richmond 20, Virginia 
ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 
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an antibiotic improvement. \ 
designed to provide 
greater therapeutic effectiveness 


Pulvules 


(propiony! erythromycin ester lauryl sulfate, Lilly) 


in a more acid-stable form 
assure adequate absorption even when taken with food 


Ilosone retains 97.3 percent of its antibacterial activity after exposure to gastric 
juice (pH 1.1) for forty minutes.! This means there is more antibiotic available 
for absorption—greater therapeutic activity. Clinically, too, Ilosone has been 
shown?: to be decisively effective in a wide variety of bacterial infections—with 
a reassuring record of safety.‘ 


Usual dosage for adults and for children over fifty pounds is 250 mg. every six hours. 
Supplied in 125 and 250-mg. Pulvules and in suspension and drops. 


1. Stephens, V. C., et a/.: J. Am. Pharm. A, (Scient. Ed.), 48:620, 1959. Lilly 
2. Salitsky, S., et a/.; Antibiotics Annual, p. 893, 1959-1960. 

3. Reichelderfer, T. E., et a/.: Antibiotics Annual, p. 899, 1959-1960. 
4, Kuder, H. V.: Clin. Pharmacol. & Therap., in press. 


QUALITY / PESEARCH /mTEGRITY 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


032644 


| 
\ 
| 
1 
é 
a 
R) 
| 
| 


Scientific 
ARTICLES 


Medical-Legal Issue 


Out of a welter of material your Defense Board has selected pertinent articles which 
we are certain are of importance to all members of our profession. The JOURNAL OF THE 
Kansas MEDICAL Society has generously offered, through its Editorial Board, the 
January issue to acquaint you with all available material. It is for your information and 
may or may not be used as you wish. 

The Board would like to emphasize this is not a hopeless situation. It is rather one in 
which each doctor can individually provide his own solution without requiring assistance 
to any considerable degree. 

Your Defense Board has tried in this issue of the JOURNAL to give you an accurate 
picture of the problems we each face relative to professional liability. May we now also 
recommend to us all a defense, so utterly simple that it appears too easy for success. 
Nevertheless, try this. It works. 

1. Avoid careless conversation on subjects with which you are not familiar. The ex- 
pression of an opinion, when you do not know the facts, has caused more trouble in the 
practice of Medicine as well as in other fields, than any other factor. 

2. Keep complete and accurate written records of your work. One written line of 
record is worth more than volumes of memory. 

3. Be sure you have adequate professional liability insurance in a company you can 
trust. 

4. If you have any doubt concerning a professional service ask for consultation. To do 
so will raise the confidence of your patient and can later provide you with a most wel- 
come witness. 

Perhaps this list could be expanded but with this start other ideas should follow with- 
out much effort. 

The Defense Board has received much help from Mr. Kirke W. Dale, our attorney, 
and from many others, in the selection and preparation of this material. We hope you 
will read the following pages. We believe it will be of interest and it might be helpful 


to you. 


Respectfully submitted, 


Nelson, MD, Salina 


Chairman 


A, McClure, MSD, Topeka 
CM. Whit, MD, wichita 
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Court Decision 


Kansas Receives a Ruling on Informed Consent 


KIRKE W. DALE, Arkansas City 


THE LAW, LIKE MEDICINE, is not quiescent. 

New doctrines are constantly being applied to 
establish legal precedents. 

Kansas has recently, in a case of first impression, 
established judicial precedents of the highest im- 
portance to the medical profession of this state. 

The particular case involved cobalt irradiation giv- 
en by the physician at a hospital following a radical 
mastectomy with a subsequent complete or partial 
hysterectomy. 

The point of the patient’s complaint was mal- 
practice or the failure of the physician to properly 
perform the duties which devolved upon him in that 
the physician failed to warn his patient that the 
prescribed course of treatment which he undertook to 
administer involved great risk of bodily injury or 

death. 

_ The physician denied the asserted negligence and, 
in addition, alleged that the patient assumed the 
risk and hazard of the treatment. Thus, said the 
Court, the physician was fully aware that the informed 
consent of the patient to the hazards of the treat- 
ment was an issue in the trial of the case. 

The Supreme Court held that, where no immediate 
emergency exists, a physician violates his duty to 
his patient and subjects himself to liability for mal- 
practice, under the facts and circumstances of the 
case under consideration, if he makes no disclosure 
of significant facts within his knowledge which are 
necessary to form the basis of an intelligent consent 
by the patient to the proposed treatment. 

Courts have frequently held that the relation be- 
tween physician and patient is a relation of trust and 
therefore the physician has an obligation to make a 
full and frank disclosure to the patient of all pertinent 
facts related to his illness. 

The conclusion drawn by a majority of the Kansas 
court, with Chief Justice Parker and Justice Price 
dissenting, is that where the physician or surgeon has 
affirmatively misrepresented the nature of the opera- 
tion or procedure or has failed to point out the possi- 
ble consequences of the course of treatment, he may 
be subjected to a claim of unauthorized treatment. 
This does not mean that a physician is under an 
obligation to describe, in detail all of the possible 
consequences of the treatment. 

The Court recognizes that to make a complete 
disclosure of all facts, diagnoses and alternatives or 


2 
Mr. Dale is the attorney for Kansas Medical Society. 


possibilities which might occur to the physician could 
so alarm the patient that it would, in fact, constitute 
bad medical practice. It then concludes there is 
probably a privilege, on therapeutic grounds, to 
withhold the specific diagnosis where the disclosure 
of cancer or some other dread disease would seriously 
jeopardize the recovery of an unstable patient, but 
in ordinary cases there would appear to be no such 
warrant for suppressing facts and the physician 


should make a substantial disclosure to the patient’ 


prior to the treatment or risk liability in tort. 

The mean between the two extremes of absolute 
silence on the part of the physician relative to the 
treatment of a patient, and exhaustive discussion by 
the physician explaining in detail all possible risks 
and dangers, is that a physician violates his duty to 
his patient and subjects himself to liability if he with- 
holds any facts which are necessary to form the basis 
of an intelligent consent by the patient to the pro- 
posed treatment. Likewise the physician may not 
minimize the known dangers of a procedure or opera- 
tion in order to induce his patient’s consent. 

At the same time, the physician must place the 
welfare of his patient above all else, and this fact 
places him in a position in which he sometimes 
must choose between two alternative courses of ac- 
tion. One is to explain to the patient every risk 
attendant upon any surgical procedure or operation, 
no matter how remote; this may well result in alarm- 
ing a patient who is already unduly apprehensive 
and who may as a result refuse to undertake surgery 
in which there is in fact minimal risk; it may also 
result in actually increasing the risks by reason of 
the physiological results of the apprehension itself. 
The other is to recognize that each patient presents 
a separate problem, that the patient’s mental and 
emotional condition is important and in cases may 
be crucial, and that in discussing the element of 
risk a certain amount of discretion must be employed 
consistent with the full disclosure of facts necessary 
to an informed consent. 

The proper rule, in effect, compels disclosure 
by the physician in order to assure that an informed 
consent of the patient is obtained. The duty of the 
physician to disclose, however, is limited to those dis- 
closures which a reasonable medical practitioner 
would make under the same or similar circumstances. 
How the physician may best discharge his obligation 
to the patient in this difficult situation involves pri- 
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marily a question of medical judgment. So long as 
the disclosure is sufficient to assure an informed con- 
sent, the physician’s choice of plausible courses 
should not be called into question if it appears, all 
circumstances considered, that the physician was 
motivated only by the patient’s best therapeutic in- 
terests and he proceeded as competent medical men 
would have done in a similar situation. 

The primary basis of liability in a malpractice 
action is the deviation from the standard of conduct 
of a reasonable and prudent medical doctor of the 
same school of practice as the defendant under simi- 
lar circumstances. 

The patient is entitled to a reasonable disclosure 
by the physician so that the patient can intelligently 
decide whether to take and undergo the proposed 
treatment or surgery and assume the risk inherent 
therein, or, in the alternative, to decline this form 
of precautionary treatment or other proposed pro- 
cedures. 

Negligence is an essential element of malpractice, 
and a causal relation must be established by the pa- 
tient between the negligent act of the physician 
and the injury of the patient. 

A physician is obligated to make such a disclosure 
to his patient as is reasonable, and such as would be 
made by members of his profession and of his school 
of medicine in the community where he practices or 
similar communities, having due regard for the ad- 
vance in medical or surgical science at the time. 


Whether or not a physician has advised his pa- 
tient of inherent risks and hazards in a proposed 
form of treatment is a question of fact which lay 
witnesses are competent to testify. 

Only when the facts concerning actual disclosure 
by physicians to patients regarding proposed form 
of treatment are ascertained or established is expert 
testimony of medical witnesses required to establish 
whether such disclosures are in accordance with those 
which a reasonable medical practitioner, in the com- 
munity where he practices or similar communities, 
would make under the same or similar circumstances. 

Even though the physician fails in his legal duty 
to make the necessary disclosure to the patient of 
dangers and hazards inherent in a proposed form 
of treatment, the burden is still upon the patient 
to prove that the failure to make a reasonable dis- 
closure was the proximate cause of the patient’s in- 
jury. 

Negligence is still an essential element of malprac- 
tice. 

No disclosure to the patient of the inherent risks 
and hazards is extremely dangerous but what is or 
is not a reasonable disclosure is a question largely 
of medical judgment but this must accord with the 
disclosures made by practitioners of his school of 
medicine in the community where he practices or 
in similar communities, having due regard for the 
advances in medical or surgical science at that par- 
ticular time. 


The state of Kansas has been the principal beneficiary in the allocation of March of Dimes 
funds raised in the state over the past 23 years, it was disclosed today in a financial sum- 


mary prepared by The National Foundation. 


More than 71 cents of every dollar from Kansas’ March of Dimes has been put to use 
in aiding the state’s disease victims and in research projects conducted in the state. Of the 
remaining 29 per cent accruing to the national headquarters, a considerable amount has 
come back to Kansas in shipments of polio vaccine and gamma globulin and in other nation- 
wide services conducted by The National Foundation. 

The summary covers the period since the first March of Dimes was held in January, 1938, 
and compares the net total of funds raised in the state with amounts made available to 


Kansas through Sept. 30, 1960. 


In this period, Kansas’ 106 chapters of the March of Dimes organization raised a net 
total of $6,837,163.12 at an average fund raising cost of less than 54% per cent. Of this 
amount, $2,970,009.71 has been available to the county chapters in carrying out their ex- 


tensive patient aid programs. 


In addition, 20 grants totaling $1,873,729.85 have been made in support of research 


projects at the University of Kansas. 


Over and above the 71 per cent used by county chapters and in research at the university, 
The National Foundation has financed within the state projects such as the historic field 
trials which proved the effectiveness of the Salk vaccine, epidemiological studies and 
scholarship or fellowship grants to Kansas residents. National headquarters’ expenditures 
for the vaccine trials in Kansas amounted to $63,816.74. In addition, the national office has 
sent into Kansas $64,216.17 worth of Salk vaccine and 254,134 cc’s of gamma globulin in 


support of its polio prevention programs. 


Two years ago, the National Foundation for Infantile Paralysis changed its name to The 
National Foundation in expanding its areas of interest beyond polio to include birth defects 
and arthritis, using the scientific knowledge and experience gained in the fight against polio. 

The New March of Dimes takes place throughout the month of January. 
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Physician, Patient, and Consent 


A Discussion and Some Cases Involving Consent 


WILLIAM A. KELLY, Lawrence 


MALPRACTICE ACTIONS AGAINST physicians have 
been described by a leading popular periodical as 
“Medicine’s Legal Nightmare.’’ A survey which ap- 
peared in the Journal of the American Medical Asso- 
ciation disclosed that from 1794 to 1955 the re- 
ported malpractice cases against physicians totaled 
1,936. The writer of the article also observed that 
these cases represented only a small fraction of the 
cases filed in lower courts and estimated that only 
about one in a hundred of such cases ever reach the 
appellate level. Six times as many patients filed actions 
against their physicians in 1935 as in 1921. A study 
made in 1937 disclosed that about 4,000 such actions 
were filed. A cursory examination of a legal periodical 
index will reveal the large amount of attention now 
devoted to the problems of malpractice by the legal 
profession. 


Unauthorized Operations 


Usually medical malpractice is thought of in terms 
of negligent conduct on the part of the physician 
in the course of the physician-patient relationship. 
Many of the actions, however, are not predicated on 
the law of negligence at all, although this type of 
malpractice undoubtedly is the most frequently litigat- 
ed. One substantial group of cases deals with the 
unauthorized operation, which is usually character- 
ized as an assault and battery. 


In the case at hand, the wrong complained of is 
not merely negligence. It is trespass. Every human 
being of adult years and sound mind has a right 
to determine what shall be done with his own body; 
and a surgeon who performs an operation without 
his patient's consent commits an assault, for which 
he is liable in damages. 


Kinkead on Torts, § 375, states the general rule 
on this subject as follows: ‘'The patient must be the 
final arbiter as to whether he will take his chances 
with the operation or take his chances of living with- 


Mr. Kelly is Associate Professor of Law, The University 
of Kansas School of Law in Lawrence. This article was 
previously published in the Kansas Law Review in Vol. 8, 
March, 1960, No. 3. The JouRNAL is grateful to Mr. Kelly 
and the School of Law for permission to republish the ar- 
ticle. The article has also been reprinted in Insurance Law 
Journal, No. 447, April, 1960, and has appeared in con- 
densed form in the Personal Injury Commentator, Vol. 
111, No. 5, September, 1960. 
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out it. Such is the natural right of the individual, 
which the law recognizes as a legal one. Consent, 
therefore, of an individual, must be either expressly 
or impliedly given before a surgeon may have the 
right to operate.” . . . If a person should be injured 
to the extent of rendering him unconscious, and 
his injuries were of such a nature as to require prompt 
surgical attention, a physician called to attend him 
would be justified in applying such medical or surgi- 
cal treatment as might reasonably be necessary for 
the preservation of his life or limb, and consent on 
the part of the injured person would be implied. 

And again, if, in the course of an operation to 
which the patient consented, the physician should dis- 
cover conditions not anticipated before the operation 
was commenced, and which, if not removed, would 
endanger the life or health of the patient, he would, 
though no express consent was obtained or given, be 
justified in extending the operation to remove and 
overcome them. 

It is a well established rule that surgical operation 
may not be performed on a person until the patient, 
if sui juris, consents thereto; or in the case of an in- 
competent no operation may be performed by a sur- 
geon upon such person until the guardian of that in- 
competent consents to the operation; and, if an infant, 
no operation may be performed until consent is first 
obtained of the natural guardian or of one standing 
in loco parentis to the infant. 

With this brief and general orientation supplied 
by the above quotations, it is the purpose of this 
study to consider these seemingly simple and clear 
statements of law as they have been applied in a 
variety of fact situations. 

Generally, the battery committed by the physician 
is not one motivated by any personal hostility or 
desire to injure the patient. On the contrary, his 
motive is a merciful one with the objective of bene- 
fiting the person whose bodily integrity he has vio- 
lated. Sometimes, however, the acts of the physician 
could be characterized as an assault and battery in 
a more conventional sense. 

In Keen v. Coleman the defendant physician, ap- 
parently incensed at the refusal of plaintiff to follow 
his instructions concerning medication, told her to 
get on an operating table so that he might treat an 
infected incision which had resulted from an ap- 
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pendectomy. Despite her violent protests and her 
statement that she was pregnant, defendant, under 
pretext of treating the incision through her vagina 
and uterus, inserted a surgical instrument into her 
womb and gave it ‘‘a sudden and violent whirling 
motion.” The result was dismemberment of the un- 
born child and infliction of painful injuries on the 
woman. The defendant then abandoned the woman, 
leaving her to make her way home as best she 
could. The lower court held that the petition was 
subject to demurrer. On appeal, the supreme court 
reversed and held that the petition stated a cause of 
action for an unauthorized operation in the absence 
of an emergency. 

In Wellman v. Drake the plaintiff screamed out in 
pain while the defendant was filling her tooth. The 
defendant ceased work, forcibly removed her from 
the dental chair, shook her, and tore a towel from 
around her neck. The court held that the cause of 
action which was alleged was for malpractice, not as- 
sault and battery. The assault was regarded as a mere 
aggravation of the malpractice which was the failure 
of the defendant to continue the treatment after he 
had exposed a nerve in the tooth. The conduct dis- 
played here, and in the preceding case, however, 
would seem to involve acts different in nature than 
an invasion which is an incident of bona fide medical 
treatment. 


Battery Occurs During Treatment 


Ordinarily the battery occurs as a part of the med- 
ical treatment being administered. It would appear 
obvious that a physician cannot force the benefit of 
his skill upon a protesting patient. The patient may 
prohibit any treatment at all, or he may place limita- 
tions on the extent or manner of treatment. He is the 
master of his own body, and absent some overriding 
social policy, even a well-intentioned invasion is a 
battery. 

In Schloendorf v. Society of N. Y. Hosp. the plain- 
tiff entered the hospital for the purpose of being 
examined while under anesthetic. She testified she 
had notified the physician that there must be no opera- 
tion. While she was under ether a tumor was removed 
from her abdomen. A directed verdict for the defend- 
ant was sustained by the court of appeals because no 
master-servant relationship existed between the hos- 
pital and the doctors and nurses who performed the 
operation. It was also necessary for the court to deter- 
mine the nature of the wrong committed, because 
another defense was that the patient had waived any 
claim for negligence by entering a charitable institu- 
tion. The defense was found not to be good because 
the operation was a trespass, and no waiver could be 
found in the commission of a forbidden act. Judge 
Cardozo stated that it was a trespass because every 


adult of sound mind has a right to determine what 
shall be done with his own body, and a surgeon 
commits a battery by performing an operation without 
the patient’s consent. The opinion recognized that 
where an emergency exists and it is necessary to 
Operate on an unconscious patient before consent can 
be obtained, the surgeon can proceed without the 
patient’s consent. The court properly found that’ no 
emergency existed. The patient had considered and 
had rejected the possibility of an operation for the 
correction of any condition which might be discovered 
during the examination. The discovery of a condition 
which endangered her life or health could not imply 
a consent in view of the earlier prohibition, even 
though good medical practice might have called for 
an immediate operation. 

In Marshall v. Harter plaintiff went to defendants 
for an examination of her throat with a laryngoscope. 
She testified she told them she wanted only a visual 
examination without any cutting. Evidence that her 
family physician had referred her to the defendants 
for a visual examination only and had so notified 
defendants’ receptionist by telephone was excluded 
by the trial court. As a matter of routine procedure, 
defendants obtained a clipping of a polyp which they 
found. Defendants testified that prior to the operation 
they had told plaintiff the examination would not be 
complete without a clipping, if any abnormality should 
be found. Judgment for the defendants was reversed 
on the ground of error in the exclusion of the testi- 
mony of the family physician. The inference is that 
if the patient had made such a specific prohibition 
and had not withdrawn it, expressly or apparently, 
she would have a cause of action for an assault and 
battery. If the defendants felt that the restriction im- 
posed by the plaintiff too strictly limited their discre- 
tion in the exercise of their professional skills and 
services, they could have declined to make the exam- 
ination. In Donald v. Swann the trial court refused 
to charge that if the patient had presented herself to 
the physician for diagnosis, treatment, and care, he 
was authorized to use ordinary and usual means of 
diagnosis. It appeared that plaintiff had objected to a 
spinal puncture. This ruling was affirmed on appeal. 

In several cases the patient has prohibited the ad- 
ministration of a certain type of anesthetic. The court 
in Keister v. O’Neil held that the administration of 
a spinal anesthetic in violation of a express prohibi- 
tion would be a technical assault and battery. Since no 
actual damages were shown, the appellate court re- 
fused to set aside a judgment for the defendant simply 
to permit the recovery of nominal damages. An anes- 
thetist was found liable in Woodson v. Huey because 
he administered a spinal anesthetic in violation of 
express instructions which were communicated to the 
surgeon who performed the operation and which 
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had been noted by him on the chart. Actual damages 
were shown and a verdict for $6,000 was permitted 
to stand. In Chambers v. Nottebaum the plaintiff, an 
adult, instructed the defendant not to use a spinal 
anesthetic. Subsequently his mother executed a consent 
which authorized the use of such anesthetic as might 
be necessary. Sodium pentothal was injected at the 
beginning of the operation, but there was an adverse 
reaction and a spinal block was administered. The 
jury found that no emergency existed which would 
permit a violation of the express prohibition, and a 
judgment for plaintiff was affirmed on appeal. Earlier 
it has been suggested that a prohibition bars implied 
consent. In this case if the operation had actually been 
in progress when the necessity for use of another 
anesthetic arose and the only other one practical was 
a spinal block, consent to its use should be implied. 
The prohibition was not against the use of anesthetics 
generally, and in making the prohibition the patient 
obviously did not contemplate completion of the sur- 
gical procedure without anesthetic. More, the opera- 
tion had not commenced, and a short delay would 
have permitted the patient to decide for himself 
whether he wished to change his mind in view of the 
adverse reaction. Similarly, if Mary Schloendorff’s 
heart had stopped beating while she was being ex- 
amined under ether, this would have been such an 
emergency as to imply a consent to open her chest 
cavity and massage her heart. Her prohibition, con- 
strued reasonably, forbade any operation to correct 
conditions discovered during the examination. Such a 
prohibition should not bar a consent implied by an 
emergency not contemplated by the parties at the 
time the prohibition is made. 


Kansas Case 


In a Kansas case the patient protested a spinal in- 
jection, but the court treated the action as one for 
negligence which was the theory stated in plaintiff's 
petition. 

In Rolater v. Strain plaintiff consented to an opera- 
tion on her foot in order to drain an infection. She 
expressly instructed the defendant not to remove any 
bone from her foot. During the operation defendant 
discovered that the sesamoid bone was in an unusual 
position which blocked access to the joint which was 
to be drained. There was evidence that the bone 
served no useful purpose and serious consequence 
would result from a completion of the operation with- 
out removing the bone. The appellate court affirmed 
a judgment in the amount of $1,000 on the ground 
that the removal constituted a trespass to which a de- 
fense of skill and care in the operation was not avail- 
able. A battery was found in Perry v. Hodgson where 
the father of a minor consented to an operation in- 
tended to relieve lameness caused by tuberculosis of 
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the spine. The understanding was that the surgeon 
would go only under the skin and clip leaders and 
muscles. The father specifically told the surgeon that 
he did not want him to go near the hip joint or a 
tract through which a controlled infection drained. 
A substantial injury resulted when the surgeon cut 
into the hip joint contrary to these instructions. The 
surgeon defended on the ground that he had exer- 
cised proper skill and care in the operation. On appeal 
the court stated the issue was not whether the opera- 
tion was properly performed, but whether the de- 
fendant had exceeded his authority in performing the 
further operation. 

In Francis v. Brooks a verdict for the plaintiff was 
affirmed where she had alleged the extraction of a 
tooth against her objections and there was conflicting 
evidence as to whether she had in fact consented. The 
extraction of the tooth left so little bone that her 
jaw was easily broken. Originally the petition had 
alleged only malpractice, but an amendment alleging 
the removal without consent was made after the 
statute of limitations for an assault and battery had 
run. The amendment was held to be a mere incident 
of the malpractice case and not a separate action. In 
Moscicki v. Shor it was held that an unauthorized re- 
moval of twenty-three teeth from an unconscious 
patient, who had insisted that only half of them be 
removed at a time, was an assault and battery. 

A less precise prohibition was before the court in 
Dicenzo v. Berg where plaintiff, prior to an operation 
to alleviate a condition resulting from a fractured 
vertebra, instructed the physician, “Don’t go too 
much up in the neck.” The court held that there was 
not sufficient evidence to sustain a finding that plain- 
tiff had not consented to such an operation as was 
considered necessary by the surgeon to relieve his 
affliction. Plaintiff knew that his neck would be in- 
volved, and defendant was justified in relying on an 
apparent consent to exercise his best judgment. 


Patient Can Withdraw Consent 


Although the patient has consented to a particular 
procedure, he may, of course, withdraw the consent 
and prohibit specified procedure prior to the opera- 
tion. In Corn v. French plaintiff executed a written 
consent in which she authorized a mastectomy. After 
the removal of her breast, she contended that she 
had not known the meaning of the word “mastec- 
tomy,” that she had told the surgeon not to remove 
her breast, and that he had assured her no such opera- 
tion would be performed. While plaintiff was held 
estopped by the consent to deny she had authorized 
the operation, a contention that she had subsequently 
withdrawn the consent was held to be a jury question. 

If a battery is committed by the surgeon when he 
disregards a prohibition directed against some partic- 
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ular aspect of the operation or against any operation 
at all, it would seem clear that one who protests 
against any sort of treatment by the physician would 
be the victim of a battery if the protest is ignored. 
The cases, however, had not so held. Ollet v. Pitts- 
burgh, C., C. & St. L. Ry. was an action for false 
imprisonment. The foot of the plaintiff, a seventeen- 
year-old boy, was crushed by one of defendant's 
trains. Over his protest that he wished to be treated 
by his family physician, he was taken by the train 
crew to a hospital where his foot was amputated, 
apparently still over his protests. The defendant was 
found not to be liable on the grounds that an emer- 
gency existed. Apparently the court was also applying 
a rule of sympathy in favor of a defendant who in 
intention and fact assisted the plaintiff. The court 
said, ‘The circumstances certainly seemed to call for 
great haste, and one who endeavors to assist his 
neighbor who is in great danger and distress is cer- 
tainly not liable for a mistake in judgment. . . .”” The 
decision seems erroneous. The existence of an emer- 
gency should not permit even a well-intentioned good 
Samaritan to invade another's person against his pro- 
tests. Perhaps the decision can be supported on the 
ground that a minor plaintiff could not effectively 
prohibit treatment when there was an imminent threat 
to his life or health. Certainly in an emergency where 
the consent of some other person who would have the 
power to give it can not be obtained, the protests of 
one non compos mentis or of an immature minor 
should not control. 

Two Colorado cases involved protest against any 
treatment whatsoever. In Meek v. City of Loveland 
plaintiff, who had been wounded by a police officer 
but against whom no charges had been filed, was 
forcibly removed from his home by several city ofh- 
cials to the county hospital where his leg was ampu- 
tated. A nonsuit as to the city officials and the operat- 
ing surgeon was granted by the trial court, and on 
appeal this was reversed. The court appeared to con- 
sider that the city officials might be liable for false 
imprisonment, while the operating physician would 
be liable only for negligence. In a later Colorado case 
plaintiff was treated by defendant, who was employed 
by plaintiff's workmen’s compensation carrier, for a 
fractured ankle, although plaintiff had ordered him 
off the case. A charge of assault and battery was dis- 
missed because. plaintiff also alleged negligence and 
the two were held to be wholly inconsistent. The 
court stated: 


Negligence in treatment, as alleged in the com- 
pam and treatment without employment present 
asically different claims. . . . The ome is based on 


the existence of a contract and authority for service, 
and the other upon the lack of such contract or au- 
thority. The one is based on lack of care or skill in 


the performance of services contracted for, and the 
other on wrongful trespass on the person regardless of 
the skill or care employed. The assertion of one is a 
denial of the other. 


Apparently Colorado would recognize a battery action 
only when there existed no contractual relation be- 
tween the physician and the patient, a rare situation. 
In a subsequent Colorado case where plaintiff con- 
sented to be circumcised and instead a vasectomy was 
performed, the court stated that since the plaintiff 
had consented to an operation the cause of action was 
not for assault and battery, but for negligence. The 
court described the conduct as not constituting negli- 
gence in the sense of lack of skill but in that degree of 
care owed to the patient in the practice of the profes- 
sion. Plaintiff apparently could make a prima facie 
case by proving a sufficiently clear and definite con- 
tract and the performance of the operation in viola- 
tion of its provisions. 


Must Obtain Consent to Do Other Procedures 


The physician may have received consent to per- 
form a specified operation or treatment, but during 
the course of the procedure he may discover some 
other condition which, in his best judgment, should 
be corrected. If he does so without obtaining the con- 
sent of the patient or someone authorized to act for 
him, does he commit a battery? It is assumed that 
in this situation he does not violate some specific 
prohibition laid down by the patient. 

Perhaps the most cited case dealing with this prob- 
lem is Mohr v. Williams. Plaintiff consulted the de- 
fendant concerning difficulty she had been having 
with her right ear. The defendant advised an opera- 
tion to which plaintiff agreed. After anesthetizing her, 
he discovered that the left ear was seriously diseased 
and proceeded to perform the same operation on the 
left ear which had originally been intended for the 
right one. Plaintiff thereafter filed suit claiming that 
an impairment of hearing resulted from the perform- 
ance of an unauthorized operation. The court held 
that the operation was an assault and battery and skill 
in its performance would not be a defense. No emer- 
gency existed because there would have been no 
serious damage to the patient as the result of delay 
until consent could be obtained. 

In Paulsen v. Gundersen a tadical mastoid opera- 
tion was performed on a patient who had contracted 
for a simple mastoid operation. During the course of 
the operation a facial nerve was severed which caused 
a paralysis of the left side of the face. The court 
stated that if the radical operation was performed 
without consent, express or implied, the defendant 
would be guilty of an assault. Damages should be 
limited, the court indicated, so as to exclude the 
expense, pain and natural or necessary results of the 
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simple operation to which there had been consent. In 
Wall v. Brim plaintiff consented to a simple operation 
for the removal of a cyst from her neck. After an 
incision had been made and while plaintiff was con- 
scious, defendant found that the operation would be 
much more serious and fraught with danger. Without 
telling plaintiff of this development, he proceeded 
with the operation during which adjacent nerves were 
unavoidably injured. It was held that plaintiff could 
recover for a battery if the surgeon performed an 
operation different in kind from that consented to 
or one involving risks and results not contemplated. 

The removal of plaintiff's tonsils when she had 
submitted to an operation on the septum of her nose 
was found to be a battery in Hively v. Higgs. The 
court stated that the circumstances did not present a 
case of a condition discovered in the course of an 
authorized operation which could not have been 
discovered prior to the operation nor a case where 
an immediate operation was necessary to save the life 
of the patient. In Reddington v. Clayman it was held 
that an intentional removal of an uvula during an 
operation for removal of tonsils and adenoids would 
be a battery. In Thomsen v. Burgeson no expert testi- 
mony was required to establish plaintiff's case in an 
action for removal of uvula and soft palate during an 
authorized tonsillectomy. The plaintiff in Valdez v. 
Percy consented to the removal of an enlarged axilla 
gland under her right arm. The gland was sent to 
a laboratory for an examination to determine its 
nature. Conflicting reports were received from the 
laboratory, first a report of cancer of the breast and 
subsequently Hodgkins’ disease. The surgeon, never- 
theless, removed the patient’s right breast. The court 
held that evidence as to whether plaintiff consented 
to a removal of her breast and as to whether a con- 
dition arose during an authorized operation which 
required another operation should have been submit- 
ted to the jury. 

A consent to an operation to strengthen the liga- 
ments of a patient’s spleen did not authorize the 
removal of the spleen in Nolan v. Kechijan. The 
appellate court reversed the action of the trial court 
in granting the defendant a nonsuit and held that 
to that point there was no evidence that the removal 
was incidental to the operation consented to or that 
removal was pathologically necessary. 

An often-cited case which reached a result contrary 
to Mohr v. Williams is Bennan v. Parsonnet. The 
patient had consented to an operation to repair a 
hernia on his left side. After the operation was under 
way, the surgeon found a hernia which was in danger 
of strangulation on the right side. He then repaired 
this hernia rather than the one diagnosed earlier. In 
as assault and battery action, the trial court charged 
the jury that the operation would be a legal wrong 
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if not consented to, but that if, after the patient was 
unconscious, a condition was discovered which en- 
dangered the patient’s life or health, the consent of 
the patient should be inferred. On appeal judgment 
for the plaintiff was reversed on the ground that the 
common law view, as stated in Mohr v. Williams and 
incorporated in the instructions given by the trial 
court, must be modified because of the use of an- 
esthetics. The court stated that it was no longer possi- 
ble to obtain consent during an operation and often a 
complete diagnosis could not be made until the 
patient had been anesthetized. Under such conditions, 
the court felt the surgeon’s acts should not be circum- 
scribed within the limits of an actual surgical emer- 
gency. If the patient has not chosen someone to act 
for him during his period of unconsciousness, the 
court stated that the law will recognize the surgeon 
himself as the representative of the ,patient for the 
purpose of determining what procedure is necessary. 
There will be a limitation upon the surgeon that he 
could not operate upon a patient against his will or 
perform upon him any operation of a sort different 
from that to which he had consented or which in- 
volved risks and results of a kind not contemplated. 
The acts of the surgeon as the representative of the 
patient would be such only within the general line 
of the treatment which had been agreed upon. 

The result of the Bennan case seems correct. It 
could be justified on another ground. It appears that 
a true emergency existed since the hernia was in 
danger of strangulation with death a probable result. 
Factually, the case would seem to fall within the 
emergency exception recognized in Mohr v. Williams, 
but which was not applied because there was no 
emergency. Here the court regarded it as too restric- 
tive on the surgeon. The result of the Mohr case 
seems unsound. While there was no emergency to 
permit a privilege or fictional implied consent, an 
express consent had been given which should have 
permitted a reasonable extension of surgery, a reason- 
able extension being one which is designed to relieve 
the complaint of the patient, be it ear trouble or 
abdominal pain, and which does not materially in- 
crease the risk contemplated by the patient. There 
should be no need, however, to indulge in another 
fiction by transforming the surgeon into a representa- 
tive of the patient for the purpose of determining 
what shall be dofte or to give consent to himself. 

Facts similar to Bennan are found in Stone v. 
Goodman. Consent was given to operate on an um- 
bilical hernia and a hernia on the right side. After 
repairing the umbilical hernia, the surgeon discovered 
another hernidon the left side on which he operated. 
Although plaintiff alleged that the operation was 
performed without his consent, the court used lan- 
guage which indicated that in such a situation the 
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surgeon would not be liable in the absence of a show- 
ing that he improperly exercised his judgment or 
failed to use ordinary skill, a test normally applied 
in a negligence malpractice case, not one involving 
an unauthorized operation. The Bennan case was not 
cited. In McGuire v. Rix the court, without referring 
to the Bennan case, stated that the use of anesthetics 
has modified the common law rule. The case was de- 
cided, however, on the ground that plaintiff had actu- 
ally consented by her conduct. 


Surgery on Females 


Abdominal surgery performed on female patients 
has given rise to a number of cases. In King v. Carney 
plaintiff, who had been informed by her family doctor 
that the reason for frequent miscarriages was a lacer- 
ated uterus, told the defendant she wanted to be 
“fixed up” so she could bear children. After making 
an incision, the defendant-doctor found she could 
never bear children because her Fallopian tubes were 
sealed and full of pus and her ovaries were badly 
infected. While plaintiff was under the anesthetic, 
the surgeon removed the diseased organs. A judgment 
for plaintiff was reversed because the trial court 
excluded testimony regarding the diseased condition 
of the organs and the danger to plaintiff's health and 
life if they were not removed. The court stated that 
if in the course of an authorized operation the physi- 
cian should discover a condition not anticipated before 
the operation and which, if not corrected, would en- 
danger the life or health of the patient, he would be 
justified in extending the operation without express 
consent. The holding of the case was that patient's 
directions authorized the defendant to perform a 
diagnostic operation and to perform such operation 
as might be necessary to effect a cure. There was no 
violation of an express prohibition, and, although the 
court referred to consent implied from the existence 
of an emergency, there was an actual consent by the 
patient to do what was necessary with the implied 
limitation that nothing be done which would prevent 
her bearing children. 

Liability for a battery was found in a Kentucky 
case where a patient’s Fallopian tubes were removed 
during an authorized appendicitis operation. An in- 
struction to the effect that if the defendant was ex- 
pressly authorized to operate for appendicitis and 
found in the course of the operation that plaintiff's 
Fallopian tubes were in a diseased condition and that 
in his judgment, in the exercise of ordinary care and 
skill, such condition if not removed would have en- 
dangered plaintiff's life and health, then the defend- 
ant was justified in removing the diseased tubes even 
though no express consent was obtained or given was 
held to be error. The instruction was bad because it 
failed to distinguish between a condition which 


might endanger the patient’s life or health in the 
future and an immediate emergency in the sense 
that the tubes were in such a condition that they 
might have ruptured immediately or because a later 
operation might have unduly endangered the plaintiff. 
The result is reconcilable with King v. Carney al- 
though in the latter case the court did not so care- 
fully consider the factors which would create‘ an 
emergency. In the Oklahoma case the facts disclosed 
actual consent, so consent implied by an emergency 
was not necessary. 

The case most closely following Bennan v. Parson- 
net is Kennedy v. Parrott where the surgeon, while 
performing an authorized appendectomy, discovered 
some enlarged follicle cysts on the patient’s ovaries. 
Although no immediate emergency existed, the sur- 
geon punctured them. The court stated that where an 
internal operation is necessary both the patient and 
the surgeon know that there can be no definite diag- 
nosis until after an incision has been made. Under 
such circumstances, the court continued, the surgeon, 
absent proof to the contrary, may extend the opera- 
tion to correct any abnormal or diseased condition in 
the area of the original incision whenever he, in 
the exercise of his sound professional judgment, de- 
termines that correct surgical procedure requires an 
extension. The court would not limit the right to 
extend an operation only when an emergency existed. 
As in the Bennan case, the court said that the law will 
appoint the surgeon as the agent of the patient when 
no other has been appointed. Despite the reference 
to the area at the incision, the authority, however, 
would apparently not extend to a different operation 
or one involving risks and results of a kind which 
were not contemplated. Here the operation was in 
the immediate area of the original incision and was 
apparently a simple one with slight risk. There is an 
obvious difference between puncturing a cyst and per- 
forming a total or subtotal hysterectomy. Although 
this court found no battery, a verdict for nominal 
damages only would probably be all that would have 
been allowed in other jurisdictions ‘adhering to the 
fetish of consent,” since plaintiff apparently could 
show no damages resulting from the operation. 

In two other cases involving the extension of an 
appendectomy, the physician was found not to have 
committed a battery. The surgeon in Russel v. Jackson 
had been employed to remove plaintiff's appendix and 
straighten the position of her uterus, but was told to 
do nothing which would impede pregnancy. During 
the course of the operation, he discovered her Fal- 
lopian tubes and ovary were adhered to the uterus and 
there was a cyst on one ovary. In correcting the con- 
dition, a portion of an ovary was removed. The 
court found that the defendant did not violate the 
prohibition and what he did was within the scope of 
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what he was requested to do, straighten the uterus. 
A general authorization for the physician to use his 
best judgment was held to be a consent to the removal 
of Fallopian tubes in Rothe v. Hull during an emer- 
gency operation in which the patient’s appendix was 
also removed. During an external examination, de- 
fendant had told plaintiff he found an enlarged and 
tender structure in the tube region. 

Although an appendix was admittedly removed 
without consent in In re Johnson's Estate, it was error 
to submit the issue to the jury where plaintiff's physi- 
cian testified that the appendix should have been re- 
moved and there was no evidence that its removal 
caused any damages for which plaintiff sought to re- 
cover. The existence of an emergency was held to 
justify the removal of an acute appendix during an 
operation for what had been diagnosed as a tubal 
pregnancy in Barnett v. Bachrach. 

The, performance of a subtotal hysterectomy was 
held not to be a battery in Wheeler v. Barker. Plaintiff 
had signed a general consent form which authorized 
whatever operation might be decided to be necessary 
or advisable. This was held to furnish the basis for 
the admission of evidence tending to show that a ne- 
cessity, which the court deemed equivalent to an 
emergency, existed for the removal of two-thirds of 
plaintiff's uterus. Plaintiff contended she had con- 
sented only to the removal of her right ovary. A sub- 
sequent California case, Danielson v. Roche, con- 
sidered the effect which should be given to a similar 
general consent. Defendant had diagnosed plaintiff's 
severe abdominal pains as appendicitis and recom- 
mended an immediate operation. In addition to the 
appendix, he removed a part of plaintiff's Fallopian 
tubes which he found to be infected. Uncontradicted 
expert testimony on behalf of the defendant was to 
the effect that the operation was necessary to save 
the patient’s life because of the danger which existed 
from the possibility of free pus in the abdomen. The 
court held that the operation was proper not only 
because of the existence of an emergency but also be- 
cause the written consent was interpreted to cover 
such an eventuality, that is, such services and opera- 
tions as might be deemed advisable or necessary. 

In Wells v. Van Nort plaintiff submitted herself 
for an appendectomy and the defendant removed 
her Fallopian tubes which he found diseased. There 
had been no discussion of such a possibility, and the 
physician had assured her the operation would be a 
simple one. It appeared that if the tubes were not 
removed, plaintiff would be back in the hospital with- 
in two or three months. The court reversed the trial 
court which had entered judgment for the defendant 
and stated that since plaintiff testified she had not 
consented to any other operation than the removal 
of her appendix, the case should have gone to the 
jury for a determination as to whether she had as- 
sented, expressly or impliedly. The court did not con- 


sider the question of justification by emergency. A pe- 
tition which alleged an unauthorized removal of 
plaintiff's appendix when she had submitted to an 
operation for removal of her ovaries was held to 
state a cause of action in Church v. Adler. Against 
a contention that the operation had in fact benefited 
the plaintiff, the court said that a removal of the 
appendix without consent would nevertheless be a 
tort for which at least nominal damages could be 
recovered. 

In Beringer v. Lackner a vaginal hysterectomy was 
performed because of difficulties encountered in at- 
tempting a curettement. A judgment for the defend- 
ant was reversed because there was no evidence to 
show actual consent, an emergency, or that it was 
impractical to obtain consent from one who would be 
qualified to give a consent for the unconscious patient. 
A petition which alleged an unauthorized removal of 
Fallopian tubes during a Caesarean section was held 
not to be barred by the statute of limitations ap- 
plicable to assault and battery actions in an Oklahoma 
case, White v. Hirshfield. The defendant’s conduct 
was described as a technical assault and battery, but 
the court said that an assault and battery committed 
by a physician on his patient is also a violation of a 
duty. For the purpose of the statute, the plaintiff was 
permitted to waive the technical assault and battery 
and rely on the right to recover damages by reason 
of the wrongful and unskillful acts of the physician. 


Implied Consent 


Although the patient may not expressly consent 
and although no emergency exists which creates an 
implied consent, a consent may be implied from the 
conduct of the patient or from surrounding circum- 
stances. Thus a woman who held out her arm to a 
ship’s surgeon was held to have consented to a vac- 
cination. One who submitted himself to the care of 
a physician for the removal of a foreign object from 
his eye was held to have consented to a removal by 
surgery, not just by magnet. 

In Hall v. United States the wife of a serviceman 
brought an action under the Federal Tort Claims Act 
claiming that specific consent should have been ob- 
tained for the administration of a spinal anesthetic. 
Consent was implied in fact in that she entered the 
hospital for the purpose of being delivered, knew 
that childbirth was painful, that some anesthetic 
would be used, and that others with whom she 
talked had been so anesthetized. It is interesting to 
note that under the interpretation of the Federal 
Tort Claims Act in Moos v. United States, she could 
not have recovered if a battery had been found. A 
judgment for the defendant was affirmed in Knowles 
v. Blue where the plaintiff, with knowledge that skin 
grafting might be necessary, requested the defendants 
to furnish surgical and medical attention for the 
reasonably necessary and proper treatment of his 
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feet. The act complained of was the grafting of skin 
from the patient’s thigh to an ulcerated condition on 
his feet. 

The court in Franklyn v. Peabody found no consent 
where the plaintiff submitted to an operation to cor- 
rect a stiff finger. After the anesthetic was admin- 
istered and the hand was opened, the surgeon dis- 
covered that adhesions made necessary the sheathing 
of each tendon in added fascia. Fascia was obtained 
from the patient’s leg and transferred to the hand. 
The court found that the patient had not consented 
expressly and that there was no emergency which 
authorized the operation. To the extent that the 
court found no emergency, the decision seems correct. 
It does appear, however, that a consent in fact existed 
since what was done, as in the cases discussed above, 
was something which had not been prohibited by the 
patient and was a procedure followed to achieve the 
result sought by the patient which did not materially 
increase the risk. Liability in such a case should be for 
negligence, if any, not for an assault and battery. 

Consent to surgical procedure was found to be 
implied from the plaintiff's conduct in McGuire v. 
Rix. Plaintiff had suffered a broken ankle, and after 
manual manipulation had failed to reduce it, she 
went to the hospital where the defendant, a surgeon, 
was called into the case. An appreciation of the seri- 
ousness of the situation was shown by her request to 
the surgeon not to cut off her foot. She then consented 
to the administration of an anesthetic. After manual 
manipulation, the surgeon cut into her foot so that he 
could set the bones. In Baxter v. Snow the plaintiff 
consulted the defendant regarding a hearing difficulty 
in his left ear. A catheter was used in the treatment. 
Plaintiff claimed that this was unauthorized and re- 
sulted in a loss of hearing in the ear. The court said 
that the case was not one of treatment without con- 
sent, express or implied, since the plaintiff had sub- 
mitted himself to treatment of the ear and submitted 
voluntarily to the insertion of the catheter. 

In Gould v. Kerlin the defendant had written 
plaintiff's family physician a letter in which he out- 
lined the procedure he intended to follow in remov- 
ing an ovarian tumor. Subsequently, and after her 
physician had given her the letter, she presented her- 
self to the defendant for the operation. After the 
operation plaintiff contended she had consented to 
an operation through the wall of her abdomen but not 
to a lower or rectal operation, which was the method 
outlined in the letter written by the defendant. The 
court found the defendant had no knowledge that 
plaintiff objected to that procedure and a reasonable 
inference was that it was done with her knowledge 
and consent. The resolution of a fact question against 
the defendant brought about a contrary result in 
Throne v. Wandell. Plaintiff was given a dental card 
by her dentist when she was referred to the defendant 
for x-rays. The card contained a legend, ‘Kindly 


mark teeth to be extracted,” and defendant extracted 
six teeth which had been marked on the chart. Plain- 
tiff testified she did not know what the card contained 
and had told the defendant she had come for an ex- 
amination. Defendant’s witness testified defendant 
asked what teeth were to be extracted and plaintiff 
answered that they were indicated on the card. Plain- 
tiff also testified that she protested when she realized 
that an anesthetic was being administered. The jury’s 
special verdict was in favor of the plaintiff, but a 
new trial was ordered unless plaintiff should remit a 
portion of the damages awarded. 

In contrast to the preceding cases, claims for assault 
and battery have also been asserted against the sur- 
geon on the ground that he had done less, rather than 
more, than he had agreed to do. In Britton v. Harts- 
horn the patient had consented to an operation for 
the removal of a uterine tumor which, until the oper- 
ation, could not be definitely diagnosed as to its na- 
ture. After making a preliminary incision for inspec- 
tion purposes, the surgeon discovered a fibroid tumor 
which would have been dangerous to remove with 
the equipment and assistance available at that hospital. 
The court held it was proper to refuse an instruction 
that consent for removal of a tumor did not authorize 
a lesser operation such as the one performed, where 
the procedure was discontinued because of a discovery 
during the course of the operation of a condition 
which made immediate removal hazardous and there- 
fore inadvisable. A similar result was reached in 
Huttner v. MacKay where it was contended that con- 
sent to remove a tumor by a craniotomy did not 
authorize an exploratory craniotomy. The operation 
which was performed was not exploratory in the diag- 
nostic sense, but during the operation the surgeon 
found that the tumor could not be removed without 
grave risk to the life of the patient. The court held 
that the authority to remove the tumor carried with it 
the implied authority not to do so when death would 
be the most probable result. 

In each of the cases the surgeon might have been 
guilty of negligence by virtue of his failure to com- 
plete the operation. In each, negligence might have 
been found had he proceeded with it. Since the sur- 
geon in such a case has entered upon the operation 
which was authorized, it does not seem that a battery 
should be found in a failure to complete it. The ques- 
tion should be whether he has properly performed his 
duty to his patient. 


Repair Conditions Caused by Surgery 


The surgeon may be confronted with a situation in 
which he finds it necessary to repair or correct con- 
ditions which were caused by the surgery which was 
authorized. In Delahunt v. Finton defendant passed 
a filiform bougie through plaintiff's urethral passage 
while plaintiff was under anesthetic. Plaintiff had con- 
sented to a diagnostic operation. The bougie looped 
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and could not be withdrawn. The court held it was 
proper for the surgeon to operate to remove the bou- 
gie without the consent of the patient because he was 
confronted with an emergency. Consent to the re- 
moval of an impacted wisdom tooth was held to be 
consent to repair a fracture of the jaw which occurred 
during the extraction. The court said that an emer- 
gency existed and under such circumstances it would 
be the duty of the defendant to repair the jaw. A 
later operation to remove a needle which had been 
left in plaintiff's abdomen during an authorized oper- 
ation, was held, in Higley v. Jeffrey, not to be a sec- 
ond and independent operation but merely incidental 
to the main operation. The court reasoned that the op- 
eration would not be complete until the needle was re- 
moved. In Barnett’s Adm'’r v. Brand the court held 
that the failure of the defendant physician promptly 
to open an incision and explore for and remove a 
pad which had been left in the abdomen after an op- 
eration was evidence of negligence. 

The defendant in Gis v. French failed to tie off an 
artery severed during an operation and several days 
later performed another operation to correct the con- 
dition. A verdict for the plaintiff was sustained on 
the ground that defendant was negligent. With refer- 
ence to the question of consent, however, the court 
stated that a physician could not negligently create a 
pathological condition in a patient and then operate 
without consent of the patient and without telling 
her what had happened. Failure to allege that an 
operation performed to tie off a vein which was torn 
in the course of treatment was unauthorized was fatal 
to plaintiff's case in Gregoris v. Manos. The court 
said that if plaintiff had alleged an operation without 
consent, plaintiff would have been entitled to a charge 
that he should recover, if the jury found no consent 
to the operation. It appears, however, that the entire 
course of treatment had been different from that 
described to the patient by the physician. In Markart 
v. Zeimer plaintiff alleged that in the course of a 
hernia operation the defendants negligently closed off 
the blood to his right testicle and negligently made an 
incision in the testicle. In another count he alleged 
the foregoing and also that a second operation in 
which the testicle was removed was performed with- 
out his consent. Verdict for the plaintiff was reversed 
on the ground that since there was no evidence of 
negligence in the first operation, that issue should not 
have been presented to the jury. The court said that if 
the issue of the unauthorized operation alone had 
been submitted to the jury, a finding in favor of the 
plaintiff might have been sustained. 

Whether the condition which requires correction 
was created negligently or without fault should not 
be a deciding factor. If the surgeon discovers the con- 
dition at a time when consent cannot be obtained and 
which, unless promptly corrected, endangers the pa- 


tient’s life or health, he should be privileged to cor- 
rect it although it was caused by his own negligence. 
Liability should then be determined by expert testi- 
mony as to whether a reasonable doctor would con- 
sider that an emergency existed. 


Mix-Up in Patients 


Mistake in identity may give rise to a battery. If 
the treatment which is administered by the physician 
was intended for someone other than the plaintiff, but 
as a result of a mistake is administered to the plain- 
tiff, the physician cannot defend on the ground of 
a non-negligent mistaken or a good faith belief in the 
existence of a privilege because the infliction of the 
legally harmful or offensive contact on the plaintiff 
was an intentional act. Physicians have been held 
liable for administering a blood transfusion intended 
for another patient, for subjecting a patient to a spinal 
puncture intended for another, and for washing out 
the antrum of a patient as the result of confusion 
with another. Surprisingly, only in the latter case was 
liability based on a finding of an assault and battery. 
In the other two cases the courts characterized the 
conduct as negligent, probably because the plaintiffs 
apparently alleged and proved negligence. Since the 
act is intentional, however, no requirement should 
be made that a plaintiff further establish that the mis- 
take as to identity was a negligent one. 

Another type of mistake may occur when the physi- 
cian, who has the protection of a valid consent to 
operate on or treat a particular part of the body, op- 
erates on another part of the body by mistake. In 
Moos v. United States plaintiff had entered a veterans’ 
hospital for an operation on his left leg and hip. 
Instead, through inadvertence, a government surgeon 
performed an unnecessary and uncalled-for operation 
on his right leg and hip. The complaint alleged negli- 
gence in performance of the wrong operation. The 
court held that plaintiff had stated a claim for an 
assault and battery, and therefore, no recovery could 
be had under the Federal Tort Claims Act. Under 
Minnesota law, the court stated, there would be lia- 
bility for an assault and battery regardless of lack of 
intent or negligence. A similar mistake was made in 
a Michigan case where the defendant became confused 
and operated on plaintiff's left leg rather than on the 
right one. No cause of action for assault and battery 
was found since the only issue averred and tended to 
be established by the proof was a negligent mistake 
in operating on the wrong leg. The court also appar- 
ently regarded the general consent to the operation 
sufficient to bar a claim based on a battery. It, how- 
ever, does not appear that the court would require 
plaintiff to establish a prima facie case by expert testi- 
mony. In a New York case no necessity for expert 
testimony was found to exist where the cause of action 
was for negligence in the extraction by the defendant 
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dentist of the wrong tooth since the want of skill or 
care was so obvious. 

As a result of reading an x-ray improperly, the 
defendant in Hershey v. Peake extracted teeth trom 
the wrong side of the plaintiff's mouth. Defendant 
contended that the action was one for an assault and 
battery and was barred by the statute of limitations 
applicable to such actions, but the court held the mis- 
take to be negligence rather than assault and battery. 
A distinction was drawn between assault and battery 
on the one hand and negligence constituting malprac- 
tice on the other on the basis that the former 1s in- 
tentional and the latter unintentional. The court ap- 
parently reasoned that since the defendant did not in- 
tend to extract the teeth which he extracted, he did 
not do so intentionally. This is not so; his act was an 
intentional one in the sense that he did exactly what 
he intended to do, extract the teeth, albeit under the 
mistaken belief that he was privileged to do so. His 
act was one which, if not consented to, would inflict 
a harmful or offensive contact upon the plaintiff and 
so would be a battery. Perhaps the case can be ex- 
plained on the ground that a claim for a battery was 


outlawed by the statute of limitations, while an action 


for negligence was not. It appears reasonable that 
a plaintiff upon whom a battery has been committed 
by his physician should not be barred by the statute 
of limitations before the time the statute would run 
on a concurrent act of negligence by the physician. 
Whether the claim be based on battery or negligence, 
it is still a wrong committed in the course of the 
physician-patient relationship, and regardless of any 
classification of conduct as an intentional tort, an un- 
intentional tort, or a breach of contract, the limita- 
tion period should be the same. 

An assent to an operation which has been secured 
by fraudulent misrepresentations as to the nature of 
the act to be performed would be no consent and the 
operation would be a battery. In Hobbs v. Kizer the 
plaintiff, who had been the mistress of the defendant, 
became pregnant. Under the representation that she 
had an abcess in her vagina, the defendant performed 
an abortion. It was held that no true consent existed 
and that plaintiff could recover damages from injuries 
which resulted. In Birnbaum v. Siegler the complaint 
alleged that consent to the performance of an opeta- 
tion had been obtained by false representations. The 
court stated that in legal effect such consent is not 
valid. 

Failure to disclose a material fact concerning a 
contemplated operation may nullify a consent, al- 
though no fraud is found. In a recent Minnesota case, 
Bang v. Charles TF. Miller Hosp., plaintiff consented 
to a transurethral prostatic resection. As a matter of 
routine the operation involved a severing of the sper- 
matic cords. Plaintiff testified he had expected the 
defendant to do what was necessary and right to cure 


his condition, but nothing had been said between 
them concerning the fact that plaintiff would be 
rendered sterile by the operation. The trial court sus- 
tained a motion for a directed verdict at the close of 
plaintiff's evidence. The sole question on appeal was 
whether the issue of assault and battery should have 
been submitted to the jury. The supreme court re- 
versed and said that the patient should have been: in- 
formed before the operation that if his spermatic 
cords were severed it would result in his sterilization 
but that if this was not done there would be a possi- 
bility of infection. This case recognizes that if the 
patient in fact is going to be the final arbiter, he must 
have material facts made available to him so that 
his choice can be an enlightened one. A similar ques- 
tion was presented in Hunt v. Bradshaw in which the 
defendant represented the operation as a simple one 
when in fact it was not. Plaintiff alleged negligence, 
however, and his case failed because of a lack of 
expert testimony that the defendant failed to exercise 
due care in the operation or to use his best judgment 
in advising it. A concurring opinion commented on 
the fact that plaintiff had not elected to bring his 
action on the ground of an injury resulting from an 
unauthorized operation. Although the opinion avoids 
any overt suggestion that the result might have been 
different had plaintiff done so, a number of author- 
ities are cited for the general proposition that the 
patient must be the final arbiter‘as to whether he will 
take his chances with the operation or take his chances 
of living without it. 

The problem of disclosure is a complex one in- 
volving on one hand the right of the patient to decide 
for himself and on the other a possible therapeutic 
ground for withholding information which may create 
tension by depressing or exciting the patient. It is 
beyond the scope of this article to consider this prob- 
lem. 


Must Be Capable of Giving Consent 


In several situations a consent will not protect the 
surgeon if even the procedure is within the scope of 
the consent. Thus a person who is non compos mentis 
is incapable of giving a valid consent, and unless an 
emergency exists, the consent of one standing in the 
position of guardian must be secured. In Farber v. 
Olkon the legs of a 32-year-old schizophrenic were 
broken during the administration of shock treatment 
to which the incompetent’s father had consented. 
Subsequently a suit was filed by the patient who 
claimed an assault and battery because the treatment 
was unauthorized. The court held that a parent who 
has legal responsibility to maintain an adult incompe- 
tent child may authorize medical treatment where no 
guardian has been legally appointed. Where no legal 
guardian has been appointed, it appears that the 
spouse of the incompetent can give a valid consent. 
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Lester v. Aetna Cas. & Sur. Co. was an action for 
injuries which resulted from allegedly unauthorized 
treatments. It appeared that both the plaintiff and his 
wife had consented to the treatment. The court held 
that if further consent than that given by the plaintiff 
was needed, the wife could and did give sufficient 
legal consent. 

In a recent Missouri decision the court discussed 
the right of one spouse to receive advice about the 
status of the other and to give consent to treatment 
for the other. The question arose in a negligent mal- 
ptactice action, and the court stated that if the patient 
is unconscious or incapable of understanding, the phy- 
sician may have a duty to communicate with and ad- 
vise the spouse or other members of the family who 
are available and competent to advise with or speak 
for the patient. Whether the duty would exist in a 
particular case would depend upon such circumstances 
as the seriousness of the need, the urgency of the 
situation, and the time or interval of the patient's 
mental incapacity. 

The defendant in Littlejohn v. Arbogast was pre- 
vented by a delirious patient from administering an 
anesthetic so that a dislocation of his hip could be 
reduced. The members of the immediate family also 
refused to consent. The patient thereafter brought 
a negligence action based upon the failure of the de- 
fendant to perform the reduction. The court said 
that if the patient was delirious and could not be 
made to understand the necessity for treatment, the 
physician could cooperate with the immediate family 
and resort to force. It was held that if the family re- 
fused consent under such circumstances, the physician 
could not be liable for injuries which resulted from a 
failure to use the proposed treatment. The case sug- 
gests another provocative question. If the consent of 
the patient cannot be obtained because he is uncon- 
scious or delirious and the spouse or other representa- 
tive refuses to consent, can the physician safely pro- 
ceed? The courts have not answered this question. If 
the patient has actually appointed someone to speak 
for him, a prohibition by that person should be as 
effective as one by the patient himself. If no specific 
appointment has been made but the spouse or other 
person speaks only with authority implied by law, 
the result might well be different since in an emergen- 
cy the authority of the physician is also implied by 
law. 

Without discussion it may be assumed that a non- 
therapeutic abortion is condemned by society and its 
laws. Its performance has been made a crime under 
the criminal statutes of all the states. The consent of 
a woman to the abortion will of course not be a 
defense to criminal prosecution. Is the consent a bar 
to a civil action for damages by the woman involved ? 
The affirmative and negative answers to this question 
are about evenly divided. 


In Milliken v. Heddesheimer the court held that 
consent would not preclude a civil recovery because 
the common law rule embodied in the legal maxim 
volenti non fit injuria should not be a bar when the 
public peace or the life or person of a citizen is in- 
volved. In so holding the court applied the rule as 
stated by Cooley. According to Cooley, consent is 
generally a full and perfect shield from a claim for a 
civil injury. An exception is stated to exist in the case 
of a breach of the peace or when the life or person 
of a citizen is involved. In such a case the law will 
not listen to an excuse based on a breach of the law. 
The state will not permit others to deal with the 
public peace on a basis of contract. Therefore con- 
sent to an assault cannot be a justification so as to 
bar a civil action. Applied originally to instances of 
mutual combat, this case and Martin v. Hardesty ex- 
tended the reasoning to cases of nontherapeutic abor- 
tions. 

In three recent cases the Kansas Supreme Court has 
upheld a right to recover civilly despite consent, at 
least where the abortion was negligently performed. 
If the defense is based on volenti non fit injuria alone, 
the result, if limited to a situation in which there is 
negligence in the performance of the operation or in 
aftercare, is sound. The woman in such a case does 
not claim a battery and any consent was not to negli- 
gent conduct. The Restatement of Torts contains the 
following illustration: “A, at B’s solicitation, per- 
forms a criminal abortion upon her. The operation is 
skillfully performed. A is not liable to B.” In the 
1948 supplement to the Restatement, a comment to 
this section was added which stated there may be lia- 
bility for any negligence in performing the operation, 
as in the case of the use of unsterilized instruments. 
In all of the Kansas cases, the petitions alleged negli- 
gence, but it appears from the reasoning of the court 
in Joy v. Brown that recovery would also be permitted 
in an assault and battery action. The court emphasized 
that the woman had no criminal liability, that on their 
face the Kansas statutes do not condemn the woman 
or make her an accomplice, and that the statutes were 
adopted not only for the purpose of protecting the 
life of the unborn child but also that of the mother. 


Abandonment 


In two jurisdictions it has been held that recovery 
will be permitted where the complaint alleges com- 
plications resulting from an abandonment of the 
woman with the knowledge that she is seriously ill. 
“A physician and surgeon has no more right to aban- 
don his patient under such circumstances than he 
would had she been his patient under ordinary cir- 
cumstances and in the best of faith.” 

In Hancock v. Hullett the consent of a 17-year-old 
gitl was held not to bar an action by her father for 
loss of services and medical expenses. Since she was 
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a minor, probably her consent would not have been 
effective had the abortion been justified therapeu- 
tically. 

Where recovery has been denied, the reasoning 
has usually been that the female was guilty of a 
crime or was a voluntary participant in an illegal and 
immoral transaction and so was barred from maintain- 
ing a cause of action based on such transaction. Ap- 
parently consent alone is not the bar; it is because the 
consent is to an illegal and immoral act. Such was the 
holding in Miller v. Bennett where recovery was de- 
nied on the ground that plaintiff's decedent was guilty 
of moral turpitude by participating in the violation of 
the anti-abortion statutes of Virginia. The doctrine of 
ex turpi causa non oritur actio was held to apply to 
civil actions whether based on contract or tort. The 
exception to the rule, as stated by Cooley and applied 
in Milliken v. Heddesheimer and Miller v. Bayer, 
was rejected by the court as being based on fallacious 
reasoning. As Bohlen has pointed out, the rule was 
born as dictum in an early English case which was 
decided at a time when the crown and the individual 
whose interest was invaded both were interested in the 
outcome of the writ of trespass—the crown in the fine 
to be imposed and the individual in the damage sus- 
tained. Since the action of trespass had a criminal 
character, the state was directly concerned in it. 
Obviously the consent of the individual should not 
bar a criminal action by the state, then or now. Today, 
however, the writ of trespass is not the method where- 
by breaches of the peace are punished. The state 
can prosecute, although the individual has consented. 
Long prior to the Bohlen article, the Kentucky court 
in Goldnamer v. O’ Brien took a similar position when 
it denied recovery where the woman consented. The 
court criticized those cases which allowed recovery 
as failing to distinguish between the civil remedy and 
the criminal penalty. 

In support of a denial of recovery, several courts 
have taken the position that the statute which was 
violated was enacted not for the benefit of the 
mother, but for the benefit of the child and through 
it society. The view is that since the mother does not 
fall within the limited class the legislature intended to 
protect, the public policy would seem not to be de- 
feated by a denial of recovery in a civil action. In one 
of these cases, the court denied recovery to a consent- 
ing woman by applying the doctrine of pari delicto. 
The court also indicated that the result would be 
otherwise in an assault and battery case or one of 
mutual combat. Although under Oklahoma law the 
woman was guilty of a crime, this does not seem to 
be a decisive fact in the case. In other jurisdictions 
the woman was guilty of nothing more than a moral 
crime and yet was denied recovery. The doctrines of 
ex turpi causa ot pari delicto have also been applied 
in several cases where negligence was alleged. 


The overwhelming weight of the more recent 
authority is to deny recovery. In no instance has this 
denial been baséd solely on volenti non fit injuria. It 
has been because the female consented to and partici- 
pated in an illegal act. In those cases in which recovery 
has been permitted, volenti non fit injuria has not 
been a bar, because her consent to an illegal act could 
not bar a civil action for damages. Whichever -the 
result, the determination has rested upon the fact 
that the woman consented to an illegal act. One group 
of cases denies recovery for this reason; the other 
group allows recovery for the same reason. Both rely 
upon doctrines which are of questionable application 
in this situation. More than thirty years ago, Bohlen 
exposed the fallacy underlying the exceptions to the 
tule that consent is a defense to an action for civil 
damages. On the other hand, the doctrine of pari 
delicto should not be blindly applied to defeat the 
action. Where the woman is not guilty of a statutory 
crime, it can be argued that she in not in pari delicto. 
The conduct of a frightened, desperate woman faced 
with social ostracism if she goes to term and aban- 
doned by the father or being subjected to pressure by 
him “to have something done’ does not seem to be as 
culpable as that of the abortionist. It is not suggested 
that the doctrine have no application, but that it not 
be an automatic bar. 

If under the facts of a particular case a woman 
should not be barred by being in pari delicto, the 
question of consent still remains. Under the maxim 
volenti non fit injuria, consent should be a defense to 
any claim based on an assault and battery. It should 
not be a defense to a claim for negligence either in 
the performance of the abortion or in postoperative 
care. The woman simply does not consent to such 
negligence. 


Nontherapeutic Abortions 


Since nontherapeutic abortions are anti-social and 
should therefore be discouraged, consideration should 
be given to the effect on the future conduct of others 
in allowing or denying a remedy. If the existence of 
a criminal penalty will not deter an abortionist, it 
would seem that the added imposition of civil liability 
would mean little as a deterrent factor. As to the 
woman, although obviously she would not be deterred 
by permitting her to base a cause of action founded 
on her own wrongful act, it does not seem reasonable 
that the existence of the remedy would play a signif- 
icant part in any decision to submit to such an opera- 
tion. 

Insofar as civil liability for a battery is concerned, 
the performance of a non-therapeutic sterilization has 
been compared to the performance of a non-therapeu- 
tic abortion, but this writer has been unable to find 
a single reported case in which a person who consent- 


| 
| 


16 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


ed to a sterilization operation sued the physician for 
an assault and battery. 


Minors and Consent 


Works on medical jurisprudence commonly state 
that a minor is incapable of consenting to the per- 
formance of an operation on himself and that the 
act of the surgeon in performing an operation with- 
out the consent of the parent is an assault and bat- 
tery for which the child may recover. While the re- 
ported cases dealing with this problem contain lan- 
guage supporting the statements appearing in the 
texts, a careful examination discloses that such a strict 
rule is not always applied. Emphasis has been placed 
upon such factors as whether the child was of tender 
years or of mature development although technically 
a minor, whether the operation was major or minor, 
whether an emergency existed, and whether the opera- 
tion was for the benefit of the child or for the benefit 
of another. 

In Bonner v. Moran a 15-year-old boy had con- 
sented to serve as a blood and skin donor in a plastic 
surgery procedure. No consent was obtained from 
his parents. The trial court in effect instructed the 
jury that consent of a boy of such age dispensed with 
the necessity of consent by his parents. This instruc- 
tion was held to be erroneous. The court stated that 
a surgeon has no legal right to operate on a child 
without the consent of his parents or guardian. De- 
spite this language, the basis for the decision seems 
to be that the court felt only a mature mind could ap- 
pteciate precisely the nature and consequence of the 
procedure which was not performed for the benefit of 
the child, but solely for the benefit of another. The 
court recognized that an exception might exist in some 
cases if the child was close to maturity. 

Although the child may be in the temporary custo- 
dy of some person other than his parents, it has been 
held that such temporary custodians have no authority 
to consent to an operation. In a Texas case an 11-year- 
old child died while under the influence of an an- 
esthetic administered for the removal of badly dis- 
eased tonsils and adenoids. The child, whose home 
was 60 miles away, had been taken to the physician’s 
office by two adult sisters. The court said that the law 
wisely gives the parent the care and custody of the 
child and with this the right to determine whether 
the operation should be performed. The child was 
of a tender age, and while an operation was prob- 
ably necessary, no immediate emergency existed. No 
real danger of the life or health of the child would 
have existed had the physician waited to consult with 
the parents. 

In Lacey v. Laird an 18-year-old girl recovered in 
the trial court for damages which resulted from plastic 
surgery performed on her nose. On appeal one of 
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several instructions complained of was that a minor 
of such years could not consent to a simple operation. 
The judgment of the court of appeals which reversed 
the trial court was affirmed per curiam. In a concur- 
ring opinion one judge took the position that the 
trial court did not err in its charge on the subject of 
consent. His position was that the general rule 
should apply unless an emergency situation justified 
the operation. The rule, according to this opinion, is 
not based on the capacity of the minor to consent in 
the fields of the law of torts or the law of crimes or 
the law of contracts, but upon the right of parents 
whose liability for support and maintenance may be 
greatly increased by an unfavorable result. 

In Rogers v. Sells the foot of a 14-year-old boy 
was amputated after a serious automobile accident. 
Admittedly there was no express consent to the opera- 
tion. The court held that the surgeon who relies on 
the defense of emergency has the burden of proof 
as to that issue. 

An illustration of the perplexing alternatives which 
may face the physician is found in Browning v. Hoff- 
man. The cause of action asserted was not based on 
assault and battery but on alleged negligence in the 
failure to discover the existence of gangrene. Had an 
operation been performed at an earlier time, it ap- 
peared that the minor's leg would have been ampu- 
tated at the knee rather than at the hip as was ulti- 
mately necessary. There was evidence that efforts were 
made to locate the parents so that their consent to an 
earlier operation could be secured and further that 
the mother would have refused her consent until her 
husband, who was not available, could have been 
consulted. Although the case was tried on a negli- 
gence theory, the court noted that except in an ex- 
treme case, a surgeon has no right to operate upon 
a child without the consent of the parents or guardian. 
If the surgeon had operated without obtaining the 
consent and while the upper portion of the leg might 
have been saved, he might have been faced with an 
assault and battery action. 


Emergencies 


When there is an imminent threat to the life or 
health of the minor and it is impractical to obtain the 
consent of the parents or guardian, consent will be 
implied in law as it is in the case of an unconscious 
adult. In several cases the existence of an emergency 
has been the deciding factor. In Jackovach v. Yocom 
an implied consent was found where the defendant 
amputated the arm of a 17-year-old plaintiff who had 
suffered a comminuted fracture of the elbow joint. 
Prior to commencing the operation, the physician 
attempted to get in touch with the parents but was 
unable to do so. The court found an implied consent 
from the emergency. The court also indicated that in 
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such a situation it is the duty of the physician to do 
that which the occasion demands within the usual 
and customary practice among physicians in the same 
or similar localities, without the consent of the pa- 
tient. A similar result was reached in Luka v. Lowrie 
where it was necessary to amputate the foot of a 15- 
year-old boy in order to save his life. An emergency 
was found to exist in Wells v. McGehee where a 
seven-year-old child died while anesthetized for the 
treatment of an arm which had been fractured on 
the school playground. An unsuccessful attempt had 
been made to notify the child's mother and obtain her 
consent before the procedure was attempted. 

The concept of emergency was distorted in Sullivan 
v. Montgomery, but the result seems just. A young 
man, 20 years and four months of age, suffered an 
ankle injury during a baseball game. In making an 
examination the surgeon told the boy that he would 
have to put him under an anesthetic in order to treat 
the injury. The reply was, ‘Well, if you think best, 
go ahead.” Later the father complained because the 
anesthetic was administered without his consent and 
suit was filed. The court found that since the de- 
fendant was confronted with an emergency, the con- 
sent of the father was not necessary. The decision 
could better be based on the maturity of the patient 
and the simplicity of the procedure. 

One court has followed the Restatement of Torts 
and has held that the consent of a 17-year-old to a 
smallpox vaccination was valid, because he had suf- 
ficient intelligence to understand and appreciate the 
consequences of what the court characterized as ‘‘us- 
ually a very simple operation.” 

In Bakker v. Welsh the patient, a 17-year-old boy, 
died while under the influence of an anesthetic which 
had been given for the removal of a tumor. Prepara- 
tion for the operation was made apparently with the 
knowledge of the boy’s father with whom he resided, 
and there was nothing to indicate the father would 
not have consented. The court also emphasized the 
nearness of the deceased to manhood and that the 
operation was ordinarily not dangerous. 

In Bishop v. Shurly a 19-year-old boy died after ad- 
ministration of a local anesthetic for removal of his 
tonsils. His mother had instructed the physician to 
use a general anesthetic. Immediately prior to the 
operation, the deceased had requested that a “‘local’’ 
be given. The court found for the defendant because 
__ by statute in Michigan the infant could contract for 

necessaries and so could effectively alter the contract 
made by his mother. While the result seems correct, 
the reasoning seems questionable. Technical rules ap- 
plicable to the law of contracts should have no ap- 
plication where, if the age of majority does not con- 
trol, the test should be whether the minor has sufh- 
cient maturity to give an enlightened consent. 


One of the most dramatic problems in the area 
occurs. when a parent refuses to permit the per- 
formance of a needed operation on a child. In re 
Vasko involved a small child who suffered from an 
eye disease which would inevitably result in death 
if not treated. The parents refused to consent to an 
operation for the removal of the eye and appealed 
from an order of the children’s court which declared 
the infant a neglected child and provided for the 
necessary care and treatment. The appellate division 
held that the state in its position as parens patriae 
was justified in intervening and that the statute 
authorizing the procedure was constitutional. In ad- 
dition, the court pointed out that under the New 
York Penal Law the parents could be guilty of a 
misdemeanor for willfully omitting to furnish medi- 
cal or surgical attendance to the child. Nevertheless, 
in the absence of a court order, the physician would 
clearly have been unprotected had he proceeded to 
perform the operation. In a Washington case, In re 
Hudson, the court was unwilling to invade the prov- 
ince of the parents and reversed the superior court 
which had ordered amputation of a child’s arm to 
eliminate a serious congenital defect. The court said: 
“However, while the parents are still the legal guard- 
ians of their minor children, no court has jurisdiction 
to invade that home, take a minor child therefrom, 
and over the objection of those natural and legal 
guardians, subject the child to a surgical operation.” 
Recently a Missouri court refused to follow the Hud- 
son case and affirmed an order of the circuit court 
which ordered a blood transfusion for a child who 
suffered from erythroblastic anemia which would have 
been fatal without the transfusions. Statutory authority 
existed for the procedure, but the court said that the 
statutes which related to neglected and dependent 
children merely codified traditional equitable juris- 
diction. 

It is clear that an operation on an immature in- 
fant, incapable of understanding the nature and con- 
sequences of the proposed operation, will be an as- 
sault and battery unless a parent or guardian con- 
sents. If the infant is sufficiently mature to understand 
the nature and consequences of the proposed opera- 
tion and has consented to it after being informed of 
his condition and the proposed procedure, then the 
infant should be able to give a valid consent. There 
is little authority to support this position, although 
it has been incorporated into the Restatement of 
Torts. Consent implied in law as the result of an 
emergency has been applied in the case of infants 
as in the case of adults. 


Eprror’s Note: Due to limited space, all of the references 
and footnotes have been omitted. For further information 
and references consult the Kansas Law Review, Vol. 8, No. 
3, pp. 405-434. 
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Are You Covered? 


Medical Professional Liability Coverage and Exclusions 


WILLIAM J. McAULIFFE, JR., Chicago 


MANY HAVE WONDERED how the various carriers 
interpret their policies if the insured was charged 
with, for example a criminal act or an unauthorized 
act or operation or assault. A little over a year ago 
the American Medical Association sent a question- 
naire to 35 insurers in the United States and re- 
ceived some 22 replies from carriers who write about 
80 per cent of the medical professional liability in- 
surance in this country. 

The results of this survey give an insight not only 
of the policy provisions but also the underwriting 
philosophy of these companies. This is a review of 
the information which has been obtained as a result 
of that survey. 


False Imprisonment 


Does the medical professional liability policy pro- 
vide coverage if the insured is charged with personal 
restraint and false imprisonment? Six of the 22 
carriers replying to our questionnaire said, “Yes,” 
without qualification regarding coverage. But 16 car- 
riers qualified their coverage in some manner. For 
instance, one stated that “If the insured’s report, 
our investigation, the allegations of the complaint 
disclosed a criminal act no insurance thereof would 
be provided by the policy.” 

Another stated, ‘““We would normally expect to 
defend an insured accused of a criminal act, if he 
denies it. Until the contrary is proven or admitted, we 
would not expect to pay a judgment which was 
founded upon the performance of a criminal act 
by the insured.” 

And still another said, “The determining factor 
would be whether in fact a criminal act is involved. 
In drafting this particular policy provision, the crim- 
inal act exclusion was included as a protective measure 
to exclude those acts which clearly go beyond the bor- 
der of good professional conduct. It was not the in- 
tention that the exclusion would be literally and 
technically applied but that it would be used in those 
cases where it seemed necessary and proper to do 
so.” 

Each carrier was asked if coverage would be pro- 
vided if the insured went beyond the consent given 


Mr. McAuliffe is an attorney for the Law Department 
of the American Medical Association. 
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by the patient and was, subsequently, charged with 
assault and battery. Twelve of the 22 companies re- 
sponded they would defend the physician and pay 
the judgment. The others generally did not refuse 
coverage but qualified their position with such state- 
ments as: 

“In such cases it would be our policy to defend 
our insured but to reserve our rights under the policy 
should our insured be found guilty by a duly author- 
ized court of having performed a criminal act. If the 
insured’s report, our investigation or the allegations 
of the complaint disclosed a criminal act, no insurance 
thereof would be provided by the policy.” 

There are a number of instances of malpractice 
claims and suits where the surgeon has received 
consent for one operation but has performed, at the 
same time, another operation which he assumes the 
patient would have consented to if he had the op- 
portunity. A poor result follows. The patient sees 
his attorney and the attorney decides to proceed not 
on the theory of negligence but rather on the theory 
that the surgeon has performed an unauthorized oper- 
ation. Liability usually follows. That is why we ad- 
vise the surgeon that he should not perform the 
second operation without the consent of the patient 
in the absence of an emergency. 

Is the physician covered under his malpractice 
policy if he is charged with undue familiarity ? Seven 
of the 22 companies responding to our survey said 
that they would defend and they would pay the 
judgment. Eleven companies indicated they would 
defend if they were convinced the allegations were 
untrue, but they would not pay any judgment that 
might result. One company said they would defend 
unless the doctor was convicted in a criminal prose- 
cution. Another said that they would defend if the 
doctor denied the allegations but whether they would 
pay any judgment would depend upon the facts de- 
veloped during the trial. Another said if the acts 
constitute a crime, the suit would not be covered. 
And another stated there would be coverage if the 
undue familiarity consisted of certain acts considered 
normal in performing the examination of a female 
patient. 

There have been many claims alleging familiarity 
on the part of the physician, which are frequently 
no more than extortion threats. Therefore physicians 
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should be continually cautioned to avoid examining 
female patients unless a third person such as a nurse 
is present. 


Illegal Abortion? 


Is there coverage provided under the standard pol- 
icy when the physician is charged with an illegal 
abortion ? 

Only one of the 22 companies interpreted its lia- 
bility to cover both defense and any judgment. Twelve 
carriers said they would defend but would not pay 
any judgment. Seven carriers defend only if they be- 
lieve the physician has not committed a criminal act 
but indicated they would not be liable to provide 
coverage against any judgment that might be ren- 
dered. And two companies would neither defend the 
physician nor pay any judgment inasmuch as a crim- 
inal act was alleged and such actions, they said, are 
not covered by the policy. 

In some states non-therapeutic sterilization opera- 
tions are frequent. Sometimes these operations are 
performed on the wife, sometimes on the husband. 
Are physicians generally covered under their medical 
professional liability policy when they are charged 
with malpractice stemming from such operations? 
Eight carriers of 22 interpreted their liability as 
covering both defense and payment under these con- 
ditions. The other companies generally stated they 
would provide coverage only “if sterilization is not a 
criminal act.” 

Is a physician covered under his policy when he is 
charged with injuries resulting from an attempt to 
artificially inseminate a patient ? 

Seven of the 22 carriers stated they would both 
defend and pay any judgment. Fifteen other respond- 
ents stated coverage would depend on such qualifica- 
tions as ‘‘whether artificial insemination is a criminal 
act or against public policy,” or whether “artificial 
insemination was deemed the rendering of profes- 
sional service.” 

The standard professional liability insurance policy 
expressly excludes claims based on a guarantee of re- 
sults. What do the carriers do when their insured is 
charged with guaranteeing a favorable result? Eleven 
of the 22 carriers would deny coverage, and therefore 
would neither defend nor pay any judgment. Nine 
companies indicated they would defend the doctor if 
he denied the guarantee or if their investigation did 
~ not support the allegation, but they would not pay 
a judgment based on an alleged guarantee of results. 
The companies, however, would both defend and pay 
on behalf of a doctor who unsuccessfully denied an 
alleged guarantee of result. 

There have been an increasing number of suits 
charging reputable physicians with guaranteeing a 


good result. Physicians should be cautious about the 
legal consequences of such an act. A physician must 
be very careful of his words of encouragement to the 
patient lest they be construed by the patient and later 
by the court as a guarantee of a favorable result. 

What about the physician who performs a proce- 
dure while somewhat under the influence of a drug 
such as a barbiturate. Will he be covered if he is later 
sued for malpractice for acts he committed whilé un- 
der the influence of this drug? Four of the 22 carriers 
said that their insured would not be covered. Two 
would defend but were uncertain as to whether they 
would pay any judgment. Three said the degree to 
which the doctor was under the influence of barbitu- 
rates would determine their decision regarding cover- 
age. Thirteen acknowledged coverage as to both de- 
fense and payment. 

This is important because the standard malpractice 
policy excludes claims arising out of services rendered 
while under the influence of intoxicants or narcotics. 
However most of the carriers indicated they would 
not interpret this exclusion literally but would apply 
it against the physician who is a drug addict or who 
committed malpractice while under the influence of 
his addiction. 

This was followed with a question relating to the 
doctor who is under the influence of alcohol. Six 
carriers said they would cover a doctor who had per- 
formed an act while under the influence of or who 
had been affected by alcohol at the time he performed 
the particular act. The remaining companies said 
they would be willing to defend the doctor, but ex- 
pressed either doubt or refusal to pay any judgment. 

Is a physician covered who holds a policy which 
states he does not perform surgery, but who later does 
perform an appendectomy and a bad result follows, 
and he is subsequently sued? All 22 of the carriers 
indicated they would cover the doctor under such 
circumstances. 


Injury to Assistants 


The question was asked, ‘Assume Dr. ‘A’ while 
performing an operation accidentally permitted an 
instrument to slip thereby causing a severe injury to 
his assistant. Is there coverage ?”’ Seventeen of the 22 
carriers said this type of claim would be covered. 
One company thought that coverage was questionable. 
One would provide only defense. Three would deny 
coverage. 

It is significant that while the specific language of 
the professional liability insurance policy is not lim- 
ited to injuries sustained by patients, a few insurers 
would apparently read such limitation into the policy. 

The usual policy provides coverage for “injury 
arising out of malpractice, error or mistake in render- 
ing or failing to render the professional services.”” Do 


carriers provide coverage when libel is charged? Is a 
doctor covered if he gives an employer information 
which he has obtained concerning the employee dur- 
ing a physical examination? All of the carriers ac- 
knowledged coverage with the exception of one which 
would defend the doctor but would not pay any judg- 
ment. Although the standard policy refers to coverage 
for “injury” arising out of the performance of pro- 
fessional service, there does not seem to be any ques- 
tion that injury includes libel as well as physical 
injury. 

Each carrier was asked if coverage would be pro- 
vided in the following situation: 

Members of the medical staff of ““X’”’ hospital de- 
termine the admission or expulsion of physicians from 
the medical staff. Only members of the medical staff 
are entitled to hospital privileges. Dr. “A,” a mem- 
ber of the medical staff, was asked to investigate the 
surgery performed by Dr. “B.” Dr. “‘A’s” report 
stated that Dr. ““B” was incompetent and had per- 
formed unnecessary surgery. On the basis of this 
report Dr. ““B” was expelled from the medical staff. 
He then brought suit against Dr. “A” charging libel. 

Eight carriers of the 22 would defend and pay 
any judgment. Two would defend but would not pay 
any judgment. Two stated a difference of opinion 
existed regarding coverage and did not indicate their 
own position. Ten stated there was no obligation 
either to defend or to pay. 


Complexities of Medicine in Future 


Recently there have been a few cases of this nature. 
It is anticipated there will be similar suits filed in the 
future as the needs and complexities of modern medi- 
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cine and surgery require stricter discipline within the 
self-government of modern hospitals. From the re- 
sponses to this question, the average physician has no 
assurance whatsoever as to whether his professional 
liability insurance will cover him for such activity. But 
every physician who is a member of such a committee 
should have some insurance in this situation. 

The A.M.A.-A.H.A. Medicolegal Education Com- 
mittee has considered this problem and made a similar 
recommendation, namely, that there should be some 
insurance. However, the committee has not made a 
recommendation as to whether the necessary protec- 
tion should be obtained by the individual physician 
or should be provided by the hospital. 

There will always be shades of difference among 
insurance carriers in the interpretation they place 
on standard professional policy provisions, but the 
standard medical professional liability policy appears 
not to reflect present-day conditions. It is antiquated. 
It is not surprising to find a widespread difference in 
opinion among the carriers as to whether there is 
coverage. Today it is not the charlatan or the marginal 
physician who is being sued for malpractice; it is the 
reputable physician. Hence the medical professional 
liability insurance policy should be re-examined and 
clarified in the light of modern medical practices. 
Representatives of medical societies should answer 
the physician’s question concerning the extent of his 
coverage, and alert him to the exclusions and ambig- 
uities which exist in his policy. At the same time in- 
surance carriers should be encouraged to bring their 
policies up to date so that the physician will have the 
protection which he wants, which he needs, and 
which he thought he had. 
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The President’s Message 


Dear Docror: 


May I call the attention of all members of the Society 
to the articles appearing in the JOURNAL OF THE KANSAS 
MEDICAL Society regarding the legal problems which 
affect all of us, particularly since the recent decision of the 
Kansas Supreme Court. I wish to take this opportunity 
to thank Doctor Clark and the Editorial Board for 
permitting us to use this issue of the JOURNAL to carry, 
what we believe to be, an important message to the 
membership of the Society. Unfortunately the decision 
handed down by the Supreme Court makes it impossible to 
interpret its meaning and the specificity of its intent. 
Hence, the practice of medicine has become more hazardous 
and deserves attention by the Society. 

The Defense Committee of the Society has been 
reactivated by the Council with appointment of new 
members to investigate this problem. They are doing 
research in association with Mr. Kirke Dale, the attorney 
for the Kansas Medical Society, hoping to make suggestions 
that may be used at the discretion of the county societies 
for their use as befits their local conditions. 

I am not trying to overemphasize the importance of 
this information, but we felt it should be printed in the 
JouRNAL. The members must have the privilege of 
familiarizing themselves with the situation if they so desire. 

I wish to take this opportunity to say I hope everyone 
had the happiest of Christmases and that the New Year 
will afford all members the things they most ardently 
cherish and desire. 

May the New Year also present to the Medical Society 
our opportunity to further the care of the aging in a 
free enterprise system. 


Yours very truly, 


President 
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, and whomever he may 

designate as his assistants, to perform upon , the 
(State name of patient or ‘‘myself’’) 


(State nature of procedure to be performed) 
condition arises that was not recognized before and which calls for procedures in 


addition to those originally contemplated, I further request, authorize, and direct him 
to do whatever he deems advisable. . 


2. I have been completely informed as to and understand the nature and purpose of 
the operation; the probable consequences thereof; the possible alternative methods of 
treatment, and the risks and hazards involved. The possibility of complications has been 
fully explained and are understood by me, and I acknowledge that no guarantee or 
assurance has been made as to the results obtained, and I have knowingly and voluntarily 
consented to any and all surgical procedures which may arise. 


3. I consent to the administration of anesthesia by or under the direction of Dr. 
and the use of such of the anesthetics as he may deem 

(State “‘none,” ‘‘spinal anesthesia,” etc.) 

4. I consent to the disposal by the hospital authorities of any tissues or parts which 
may be removed. 

5. I certify that I have read and fully understand this Consent; that the explanations 
referred to were actually made; that all blanks requiring insertion or completion were 
filled in and the facts inserted in my presence and that I fully understand same. 


Signature of person authorized to . 
consent for minor or incompetent patient 


WITNESSES TO SIGNATURES: 


Address: 


A signed consent form in itself is of assistance to the extent that it is understood and agreed 
upon by the patient. No single document of this nature can meet all possible conditions nor will any 
suggested form appear satisfactory to each physician. 

The example presented here was prepared through the combined efforts of the Legal Department 
of the American Medical Association and the Defense Board of the Kansas Medical Society, with 
valuable suggestions from several attorneys in Kansas. It is offered as a guide which with the sub- 
stitution of a few words can be altered to apply to all fields of practice. It is hoped the physician 
may find this useful in the preparation of a form he may wish to use in his private practice. 
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Executive Director, 
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and beautifully decorated. * Telephone service 
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4 extra 
antibiotic 
‘activity 


‘attains activity 
levels promptly 


DECLOMYCIN Demethyichlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


sustains activity 
levels evenly 


DECLOMYCIN Demethylchlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 


TETRACYCLINE 


NE 


CTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY THERAPY 


250 mg. q.i.d. 


150 meg. q.i.d. 
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retains activity 


levels 24-48 hrs. 


JECLOMYCIN Demethylchlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines...but total 
dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C DOSAGE 


DURATION OF PROTECTION 


pays OF DECLOMYCIN posAce 


LOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Iinitial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Loditorial 
COMMENT 


The American people have almost always shown 
a stubborn disenchantment with all. the delusive 
promises of Socialistic doctrines or spokesmen. As a 
nation we grew up under the heritage of a set of 
ideals which clustered about the memories of gen- 
erations which carved a civilization out of a wilder- 
ness with nothing more than an axe, a gun and a 
grimly determined self reliance. 

That is scarcely the type of temperamental back- 
ground which produces a yearning to lean upon the 
always doubtful support of somebody else for one’s 
own necessities, comforts and overall destiny. Hence, 
to tag any measure as openly, brazenly and unmis- 
takably socialistic has nearly always been all that was 
necessary to condemn it to decisive defeat at the 
hands of the American people. 

For, the essence of all socialistic philosophies is 
that the state—meaning the government in general— 
should take over the responsibilities which belong to 
the individual in the vast perspective of history, un- 
less the state itself is to become worm-eaten clear 
down through its foundations by the increasingly 
voracious demands of consumers which the producers 
either cannot or will not continue to meet. 

And the long, sometimes wearisome, record of 
history, from the most ancient days of Egypt or 
Sumeria to the 1960 developments in Russia, indicate 
pretty unmistakably that when the political func- 
tionaries of the state arrogate to themselves the 
power to tell the average family what and how 
much it shall eat, in what kind of a shelter it shall 


_live, and how much money it shall be free to save 


for emergencies or for old age, nothing but eventual 
unhappiness and frustration can possibly appear in 
the end. Yet all of those, and many more results of 


Originally read as a commentary by Olaf Soward, at 
radio station WIBW, Topeka, on October 20, 1960. 
Though reference to the election campaign is now out 
of date, the rest of the presentation is so appropriate it 
seemed worthy of repetition—Ed. 
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Boiling a Frog 


control from above, are the avowed aims of Social- 
istic legislation, taxation and production policies. 

Nevertheless, despite all that ingrained suspicion 
of the methods and aims of organized socialism in- 
herent in the American tradition, the cold fact re- 
mains that much of the socialistic program—although 
under names which conceal its true origin and 
identity—has been enacted into law. One of the 
most pathetic complaints of the old line Socialists in 
the United States is that politicians of the other 
parties have robbed them of their campaign ammuni- 
tion over the past two generations—and won im- 
pressive election victories with the stolen weapons. 

In the battle for votes candidates are feverishly 
seeking office all the way from counties to the na- 
tional scene by the strategem of urging further 
schemes to have some level of government levy more 
and still more taxes, and then buy for the citizens 
things they could have bought for themselves if the 
unnecessary part of the tax burden had not drained 
their pockets dry. That is, they could have bought 
them—if they had wanted them! For, it must never 
be lost to sight that at the very foundation of all 
socialist type thinking is the firm belief that some 
government official always knows what is good for 
the rest of the citizenship far better than it does 
itself. 

Naturally, all those politicians who are today 
seductively peddling the bait of Socialism would 
shriek to high heaven that you were terribly unfair 
if you tied a Socialist label on them. 

Maybe you would at that! For 50 years other 
politicians have been getting away with foisting off 
upon us the kernel of socialism while reassuring us 
sweetly that it is something entirely different—and a 
sizeable majority of us has been acting for all the 
world as though we were wide-eyed innocents who 
believed every word they said. 

The ultimate result will be just as expensive and as 
unpleasant as though we had bought it directly from 
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the pages of Karl Marx. But a considerable number 
of us says rather plainly and cynically that we can 
have a high old time with the first stages of Socialism 
—and it will be up to our children to cope with the 
bills for it when they come due, as they inevitably 
will. 

The whole thing sounds discouragingly like the 
chapter in biology about the frog which asserts as a 
laboratory fact that you can boil it to death—if you 
will only be gradual enough about it. 

Quite naturally, the experiment was never per- 
formed before any class that I ever heard of—but 
the book said that the nervous system of at least 
some varieties of the frog is so deficient in the power 
to react to slow temperature changes that you can 
place one of the critters in a vessel of water and by 
heating it so slowly that it only rises a few degrees 
centigrade every 15 minutes or so, the frog will sit 
there in stupid contentment until the actual life has 
been boiled right out of it. 

There is a variety of politicians—which, unfor- 
tunately, is entirely too numerous—that cares no more 
about the ultimate welfare of the millions of his 
fellow men, women and children than does the 
biological research specialist about the life of one 
frog. The only difference is that the laboratory ex- 
perimenter is seeking to establish the truth or falsity 
of a scientific postulate: the politician, in probably 
nine cases out of ten, is trying to purchase a spurious 
and tawdry popularity with other peoples’ painfully 
earned money. 

The only way that we, as a nation, can avoid the 
deadly slow boil of Socialism is to learn to recognize 
the process in its first stages, and to turn off the heat 
before we have lost the power to control the political 
temperature. And the one key to that alertness of 
mind is to develop a constant and healthy suspicion 
of any and every proposal which would involve the 
government more deeply in the daily life of the 
private citizen. 

That is truly the American way—to use a phrase 
which is on almost every tongue these days. For 
England, before 1776, ran the 13 American colonies 
in exactly the way the government interventionist 
would have us adopt today. By subsidies and red 
tape—by capricious taxation and strangling, unre- 
alistic regulation—the Lords of Trade in London 
were supremely positive they knew better how to 
manage the lives of the colonists in far off America 
than did the men and women from Boston to Savan- 
nah who were actually living those lives. It was 
against that suffocating paternalism—Socialism, if 
you prefer a modern term—the colonists rebelled, 
rather than against any physical cruelties. 

And, if we permit ourselves to be duped into that 


same slavish dependence on the politicians of our 
own government, we shall be doing so just when the 
avowed Socialists of the world are beginning to 
admit that they have been chasing a pot of fool’s 
gold at the end of a madman’s rainbow! 

In West Germany, the very home of the modern 
Socialist movement, where the power of that party 
in the 80’s of the last century was enough to make 
the Iron Chancellor Bismarck adopt the so-called 
“welfare state,” the Socialist party has all but dis- 
integrated. Only the restoration of a large measure 
of free enterprise has enabled that defeated portion 
of the former nation to astonish the world with its 
recovery from the fantastic destruction of the second 
world war. 

In England the Labor party—which has been 
spearheading Socialism for 50 years and more—has 
just publicly exposed a split down its middle brought 
on by the opponents of further socialization of British 
industry within its own ranks. Three stunning defeats 
in a row at the hands of the English voters may have 
had something to do with it. 

France—another spawning ground for all the 
subtle absurdities of Socialism—is once again in the 
grip of a virtual dictatorship, imposed in a desperate 
effort to avert complete collapse following the eco- 
nomic and political spree which raged after the last 
wat. 

Russia stands as a constant reminder that the logi- 
cal end of all socialistic adventures is a tyranny so 
oppressive that the utmost extremes in brutality be- 
come commonplace in a ferocious effort to prevent 
disillusioned and resentful peoples from upsetting the 
apple cart of socialist politicians. 

Those are object lessons before our eyes today. 
We can learn from them vicariously, without having 
to suffer the pains of ultimate experience. 


What Consent Form Should You Use 


To be legally valid, the consent given to a pro- 
cedure must be an intelligent or informed consent 
with an understanding of what is to be done and the 
risks involved. 

Professor Allan H. McCoid has expressed the 
opinion in a law review article: 


If the sole basis or reason for bringing an action 
is . . . disappointment as to the outcome of the 
operation, there is no real loss in denying recovery. 
On the other hand, serious objection may be raised 
to denying recovery where the reason for bringing 


McCoid, A Reappraisal of Liability for Unauthorized 
Medical Treatment, 41 Minn. L. Rev. 381, 427 (1957). 
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the action is failure of communication by doctor 
to patient. The proper solution of this problem, in 
the opinion of the author, is to recognize that the 
doctor owes a duty to his patient to make reason- 
able disclosure of all significant facts, i.e, the 
nature of the infirmity (so far as reasonably pos- 
sible), the nature of the operation and some of the 
more probable consequences and difficulties in- 
herent in the proposed operation. It may be said 
that a doctor who fails to perform this duty is 
guilty of malpractice. 


Professor McCoid’s article was cited in support of 
the rule requiring an informed consent in Natanson 
v. Kline, 186 Kan. 393, 350 P. 2d 1093 (1960). 
The plaintiff sued a radiologist alleging she suffered 
injuries as a result of cobalt irradiation therapy and 
that the hazards had not been explained to her prior 
to treatment. The jury found in favor of the radi- 
ologist on the issue of alleged negligent treatment. 
The lower court refused to instruct the jury on the 
question of “informed consent.” In ordering that the 
case should be retried, the Kansas Supreme Court 
stated 


In our opinion the proper rule of law to de- 
termine whether a patient has given an intelligent 
consent to a proposed form of treatment by a 
physician . . . compels disclosure by the physician 
in order to assure that an informed consent of the 
patient is obtained. The duty of ‘the physician to 
disclose, however, is limited to those disclosures 
which a reasonable medical practitioner would 
make under the same or similar circumstances. 
How the physician may best discharge his obliga- 
tion to the patient in this difficult situation in- 
volves primarily a question of medical judgment. 
So long as the disclosure is sufficient to assure an 
informed consent, the physician’s choice of plausible 
courses should not be called into question if it 
appears, all circumstances considered, that the phy- 
sician was motivated only by the patient’s best 
therapeutic interests and he proceeded as competent 
medical men would have done in a similar situation. 


In Salgo v. Leland Stanford, Etc., Board of Trus- 
tees, 154 Cal. App. 2d 560, 578, 317 P. 2d 170, 181 
(1957), the court said: 


. .. A physician violates his duty to his patient 
and subjects himself to liability if he withholds 
any facts which are necessary to form the basis of 
an intelligent consent by the patient to the pro- 
posed treatment. Likewise the physician may not 
minimize the known dangers of a procedure or 
operation in order to induce his patient's consent. 
At the same time, the physician must place the 
welfare of his patient above all else and this very 
fact places him in a position in which he some- 
times must choose between two alternative courses 


of action. One is to explain to the patient every 
risk attendant upon any surgical procedure or 
operation, no matter how remote; this may well 
result in alarming a patient who is already unduly 
apprehensive and who may as a result refuse to 
undertake surgery in which there is in fact mini- 
mal risk; it may also result in actually increasing 
the risks by reason of the physiological results of 
the apprehension itself. The other is to recognize 
that each patient presents a separate problem, that 
the patient's mental and emotional condition is 
important and in certain cases may be crucial, and 
that in discussing the element of risk a certain 
amount of discretion must be employed consistent 
with the full disclosure of facts necessary to an 
informed consent. . . . 


The holdings in the recent cases involving alleged 
lack df consent may make the physician a frequent 
target for malpractice claims whenever a bad result 
occurs. Since the gist of the action does not involve 
negligent treatment but negligence in failing to ex- 
plain the hazards to the patient, the claim of alleged 
lack of informed consent may become attractive to 
those attorneys who seek new “theories’’ of liability 
against physicians. Under the circumstances, the phy- 
sician must be prepared to prove in court that he 
explained the risks involved to the patient whenever 
surgical, therapeutic or diagnostic procedures involve 
more than the hazards which the patient might nor- 
mally expect. The physician’s best protection is to in- 
form the patient fully regarding any unusual risks 
that may be involved and to insist upon a consent 
in writing in which the patient acknowledges this 
explanation. 

It is of course perfectly clear, the patient may not 
legally consent to all things. For example, he may 
not legally consent to an illegal procedure such as a 
criminal abortion. His consent while irrational or 
confused to a point where he would deny responsi- 
bility later in a court, would provide small, if any, 
protection to the physician. Nor is his consent valid 
unless the proposed procedure has been made suf- 
ficiently clear to him that it is an informed consent. 

Many attempts have been made to prepare con- 
sent forms that might be generally used. Sufficient 
technical problems arise in each discussion of this 
kind that nothing yet proposed completely satisfies 
all persons in any group. The Defense Board of the 
Kansas Medical Society, therefore, respectfully ad- 
vises the regular use of a signed consent but leaves 
to each physician the preparation of this form to 
suit his specific needs. 

Some physicians regularly rely upon oral consent. 
This creates an additional risk to the physician if the 
patient at a later date finds it difficult to remember 
having consented to a procedure. The court, under 
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such circumstances, is required to judge between the 
conflicting assertions of the physician and his patient 
as to which statement is true. 

Some physicians use a universal consent form 
which states in effect that the patient authorizes the 
physician to perform whatever service he believes to 
be necessary. This will be effective only to such point 
where a patient might later disagree with the phy- 
sician as to what treatment was necessary. In case 
such disagreement reaches the court, a broad written 
consent of the type described above will add one 
further issue to be litigated which would not be 
required where the written and signed consent is 
more specific. 

The Defense Board is of the opinion that a con- 
sent agreement in writing should be obtained by any 
physician before any major or potentially hazardous 
procedure is begun. In general terms, the consent 
form should provide the following. 

It should clearly state the nature and extent of the 
care that is authorized ard, if practical, contain a 
provision permitting additional procedures such as 
the removal of an appendix at the time of a 
cholecystectomy. But, here again, the broader the 
consent, the less meaningful it becomes. 

The consent form should contain a statement per- 
mitting the patient to declare himself to be of sound 
mind, capable of judgment and that he makes this 
decision of his own election. If convenient, the agree- 
ment of another member of the family, such as the 
spouse, might be helpful. In the case of a minor it 
is necessary, of course, that the parents’ agreement 
be obtained or, that being impossible, the consent 
should be signed by some legal authority, such as a 
guardian. 

The consent form should contain a statement that 
the patient is sufficiently informed of the nature of 
the procedure to be done to be able to give an in- 
formed consent. Where unusual risks are involved, 
he should state such risks have been explained and 
he, the patient, still wishes to have the treatment 
performed. 

Consent to treatment does not limit itself to 
surgical procedures because equal responsibility can 
be involved in many professional services. Therefore, 
the physician should judge for himself whether he 
believes he has adequate authority for what he is 
about to do before he commences the work. In the 
law there is nothing requiring a written consent nor 
will this provide additional security over consent that 
is oral or implied, except in the obvious advantage of 
a written word over the dependence on memory. The 
Defense Board, therefore, cannot do other than to 
advise each physician to assure himself he has per- 


mission of the patient to perform whatever he at- 
tempts to do before the work is begun. 

The Statute of Limitations generally limits liability 
to two years following the exposure of risk but it 
would be prudent to retain his records for a longer 
period. It is understood, of course, that the Statute 
of Limitations does not apply in the case of a minor 
until majority has been reached. 

Legally, a physician may depend upon the consent 
obtained by a hospital where the principal service 
has been rendered in the hospital. It is, however, the 
physician’s own personal record which he has ob- 
tained and has preserved as a part of the history of 
his services for the patient that will be his best aid 
in resolving any possible future misunderstandings. 
An adequate personal history maintained by the phy- 
sician in his own practice may prove to be the most 
effective deterrent of an unpleasant legal procedure. 


Dallas Whaley Leaves Journal 


The Kansas Medical Society regrets that Mr. Wha- 
ley, who for the past two years has served the Society 
as managing editor of the JOURNAL and also as as- 
sistant executive secretary, left this employment on 
January 1, 1961. His departure represents to the Soci- 
ety and everyone who has had contact with him a loss 
and they will be sorry to have him go. 

It is with great pleasure, however, that the Society 
welcomes him to his new position. He left the Kansas 
Medical Society to become the executive secretary of 
the Sedgwick County Medical Society in Wichita, a 
position left vacant through the appointment of Mr. 
H. Martin Baker as a field representative for the 
American Medical Association. 

In that position Mr. Whaley will continue to serve 
the Medical Profession of this state and through that 
office he will continue the close co-operation which 
has always existed between the Sedgwick County 
Medical Society and the Kansas Medical Society. 

Therefore, while the Editorial Board and the Soci- 
ety are sorry to have Mr. Whaley leave, we take more 
than a little pride in the fact that the 300 members 
in Wichita have selected him to direct their executive 
office. Members of this Society wish him well and 
look forward to continuation of many fine services 
to the Practice of Medicine in his new position. 


Small children have many more perceptions than 
they have terms to translate them; their vision is at 
any moment much richer, their apprehension even 
constantly stronger, than their prompt, their at all 
producible, vocabulary.—Henry James 
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One of the most impressive features of the medical giants of the past has been the ability 
to make careful clinical observations and recognize the significance of their observations, 
in the absence of many features which we consider today to be “essential” to accurate diag- 
nostic study. One of the great clinicians and teachers of the last century is certainly Sir 
William Osler, whose teachings and writings are indelibly written in medical progress. 
One of many examples of his observations is contained in a lecture given to medical students 
at Johns Hopkins Hospital (The Ball-Valve Gall-Stone in the Common Duct) in 1897. 
Only fragments are quoted, but much of the remainder can be imagined. 

“,.. in a lecture which I published in 1881, on Some of the Effects of Chronic Impaction 
of Gall-Stones I remarked ‘that a gall-stone may remain permanently lodged in the pars 
intestinalis [of the common bile duct] and yet not be impacted. In such instances it may 
still permit the passage of bile past it, or it may act as a ball-valve, only permitting of 
the flow when the distension behind has reached a certain point.’ In several cases the stone 
in the diverticulum of Vater was so placed that it could be moved up and down to act as 
a sort of ball-valve; and clinically I had had an opportunity of studying two cases in which 
the remarkable train of symptoms seemed best explained by this ball-valve action of a 
stone in the common duct. . . . Subsequently, . . . I called attention especially to the impor- 
tance of recognising a group of cases of obstruction of the common duct characterised 
by the following symptoms: ‘First, jaundice of varying intensity, deepening after each 
paroxysm, and which may persist for months or even for years; second, ague-like paroxysms 
characterised by chills, fever, and sweating, after which the jaundice usually becomes more 
intense; and third, at the time of the paroxysms pains in the region of the liver, with gastric 
disturbance.’ In this paper I considered at length the question of the hepatic intermittent 
fever which the French physicians, particularly Charcot, had so carefully described, and 
emphasised the following points: that recovery might follow even, as shown by the cases, 
after duration of the chills and fever and jaundice for several years; that this condition 
could be differentiated from suppurative cholangitis; and that the symptoms were probably 
caused by the ball-valve action of the stone. I added the following statement: ‘In all of 
these cases the obstruction is not complete, as shown by the presence of bile in the stools 
for long periods at a time. The association of the chills and fever with intensification of 
the jaundice must be more than accidental. The two must be correlated in some way, in 
all probability through a transient impaction of the stone in the duct... .’” 

He discussed the outcome in nine cases which he had seen. “Recovery followed spontane- 
ously in five cases (in one after an indefinite period of years, in one after three years, and 
in one after two and a half years, and in two cases after eight and ten months respectively ), 
two died from cholaemia, one case was operated on and died, and one was lost sight of. 
The dangers are suppurative cholangitis, perforation of the duct, diffuse hepatitis, and 
remotely the development of cancer. 

“What shall we advise [for the patient presented at the clinic}? . . . All sorts of measures 
have been employed and the Pharmacopoeia has been exhausted. The two remedies which 
are in vogue at present—phosphate of soda in large doses and olive oil—have been tried 
in vain. The medicinal treatment of gall-stones is a chapter in our therapeutics the leaves 
of which are best turned very rapidly. The man who believes he can dissolve gall-stones 
will probably tell you that he can abort an attack of pneumonia and that he can cure 
locomotor ataxia. So soon as they give serious trouble their removal by operation is the only 
rational method of treatment. . . . A knowledge of the significance of the group of symptoms 
to which I have called your attention will suggest to surgeons the advisability of seeking 
the obstruction in the terminal portion of the duct.” (—-O.R.C. ) 
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he Business Side 


of Medicine 


Municipal Bonds 


FLOYD F. WEHRENBERG, Kansas City, Missouri 


There is an air of mystery and reservation about 
municipal bonds for the average investor in spite of 
their tax advantage and outstanding safety. Probably 
this is due to lack of knowledge and to the fact that 
municipal bonds are not publicized and promoted to 
the degree other media of investments are. 

Ordinarily we consider a municipality to be a city, 
town, or village. Among investors, however, it is 
understood that municipal bonds include obligations 
of states, territories, counties, possessions of the 
United States, and state and local instrumentalities 
such as housing authorities, commissions, and utility 
districts. All municipal bonds in these categories en- 
joy federal tax immunity. 


Four Types 


The four major types of municipal bonds are gen- 
eral obligations, revenue, limited tax, and federal or 
state subsidized bonds. Let’s consider each of these 
further. 

General Obligation Bonds ate secured by all the 
assets of the issuing authority. They are generally 
used to finance roads, schools, parks and community 
facilities and are considered to be the “Blue Chips” 
of municipal bonds. 

Revenue Bonds ate secured by the project for which 
they are issued and depend upon the income from 
that project to pay the principal and interest of the 
bonds. The primary users of these bonds are toll roads 


Mr. Wehrenberg is Missouri-Kansas Manager, Profes- 
sional Management Midwest, 4010 Washington Street, 
Kansas City, Missouri. 
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and bridges. They are attractive due to their relative- 
ly high rate of return. 

Limited Tax Bonds are obligations for which the 
full taxing power of the issuing authority is not 
pledged. A single tax or a series of taxes is pledged 
to repay the bond. Examples of this type of bond 
are the various veterans’ bonus bonds issued during 
the past few years and secured by various special 
taxes, such as additional property tax levies and sales 
tax levies. 

State and Federal Subsidy Bonds are generally 
regional or local project bonds with a certain degree 
of state or federal subsidy or aid involved, such as 
Local Housing Authority Bonds issued by the Local 
Housing Authorities but secured by federal funds. 


Investors Choice 


Since municipal bonds are now usually issued to 
mature in serial installments from one to 25 years, 
the investor is given a choice. This overcomes one of 
the former major objections to municipals, that is, 
tying up of investment funds over a long period. To 
overcome this, an investor may buy bonds to mature 
periodically or in any other manner he chooses. 

Many municipals have recently been priced to 
yield between 31/, per cent and four per cent. Need- 
less to say, this is an attractive yield when the tax 
exemption is considered. It would take a taxable yield 
of six per cent to 10 per cent, depending upon your 
tax bracket, to equal this tax-free yield. For these rea- 
sons, municipal bonds offer an excellent medium for 
a portion of your fixed dollar commitments. 
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New Television Series Sponsored by Blue Cross-Blue Shield 
Is Part of 1961 Educational Program 


Actual surgical operations, including some of the 
most advanced medical techniques, will be shown in 
a new hour-long television series throughout the state 
during 1961. Kansas Blue Cross-Blue Shield proudly 
announces that it is the official sponsor of this highly 
technical and informational show in Kansas. This is 
a part of the organization’s stepped-up Education 
Program for 1961. 

The monthly program will be presented on two 
direct television stations and two satellite stations, 
beginning in January. 

The first program will be presented over KAKE- 
TV, Wichita, on Wednesday, January 18, at 9 p.m., 
and over WIBW-TV, Topeka, Monday, January 23, 
at 7 p.m. The show on KAKE-TV will also be seen 
on KAYS-TV, Hays, and KTVC-TV, Ensign. Title 
of the January show will be “Anesthesia.” Other 
dates for the shows during the first four months are 
as follows: 


FEB.: “Corneal KAKE-TV 
Transplant” KAYS-TV Sun., Feb. 12, 8:30 
KTVC-TV p.m. 
WIBW-TV Wed., Feb. 15, 
7:30 p.m. 
MARCH: “Brain KAKE-TV 
Surgery” KAYS-TV Mon., March 13, 
KTVC-TV p.m. 
WIBW-TV Sat., March 18, 
7:30 p.m. 
APRIL: “A Child KAKE-TV 
Goes to the KAYS-TV Fri. April 21, 6 
Hospital” KTVC-TV p.m. 
WIBW-TV Thurs., April 27, 
6:30 p.m. 
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Includes Many Procedures 


Other programs to be presented include an artery 
reconstruction operation where the surgeon removes 
an obstruction; a corneal transplant where a donor's 
eye from an Eye Bank is used to replace the patient's 
scarred cornea; and brain surgery on a victim suffer- 
ing from Parkinson’s Disease. 


Show Actual Procedures 


“Medicine 1961” is produced for Screen Gems by 
Lawrence Williams in association with the San Fran- 
cisco Medical Society. Professional performers are 
never used; every person appearing in the shows is 
an actual doctor, nurse, scientist or patient. The 
procedures to be shown were actually taking place as 
the shows were filmed. 

In addition to the backing and support of the San 
Francisco Medical Society, producers had the com- 
plete cooperation of leading medical centers, includ- 
ing Stanford University and the University of Califor- 
nia, where the operations were performed. 

Williams previously has produced such films as 
“Open-Heart Surgery,” the program which won the 
Sylvania Award as the best local public service pro- 
gram; ‘Doctors News Conference” ; ‘‘Alcoholic City,” 
a one-hour special, and “A Life in Your Hands.” 


A Part of 1961 Program 


This series of hour-long television programs pre- 
sented as a public service to the television viewers of 
Kansas is a part of Blue Cross-Blue Shield’s 1961 
promotional and educational program. Monthly ad- 


(Continued on page 30) 
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From the Stacks 


Mrs. BLENDENA Evans, Librarian 
Stormont Medical Library, State House 
Room 516, Topeka, Kansas 
Phone: CE 5-0011, Ex. 297 


Recent Acquisitions 


Ackerman, L. Surgical pathology. Mosby, 1957. 

Anderson, W. A. Pathology. Mosby, 1957. 

Anson, B. J. Callander’s surgical anatomy. Saunders, 
1958. 

Apple, D. Sociological studies of health and sick- 
ness. McGraw-Hill, 1959. 

Ariel, I. M. Cancer and allied diseases of infancy and 
childhood. Little, Brown, 1960. 

Asimov, I. The living river. Abelard Schuman, 1959. 


Beeson, P. Yearbook of medicine. Year Book Pub., 
1960. 

Boesch, M. The long search for the truth about can- 
cer. Putnam, 1960. 

Boyd, W. Pathology for the surgeon. Saunders, 1956. 


Ciba Foundation. Human pituitary hormones. Little, 
Brown, 1960. 

Ciba Foundation. Congenital malformations. Little, 
Brown, 1960. 

Ciba Foundation. Cellular aspects of immunity. Lit- 
tle, Brown, 1960. 

Chao, D. Convulsive disorders of children. Saunders, 
1959. 

Clark, M. Medicine today: a report of a decade of 
progress. Funk & Wagnell, 1960. 

Clifton, C. E. Annual review of microbiology. An- 
nual Reviews, 1960. 

Coley, Bradley L. Neoplasms of bone. Hoeber, 1960. 


Dock, W. Advances in internal medicine. Year Book 
Pub., 1960. 


Ford, F. Diseases of the nervous system in infancy 
and childhood. Thomas, 1960. 


Glenn, F. L. Surgery in the aged. Blakiston, 1960. 

Gould, S. E. Pathology of the heart. Thomas, 1960. 

Greenhill, J. P. Yearbook of obstetrics and gyne- 
cology. Year Book Pub., 1960. 


Hall, B. A psychiatrist’s world. The selected papers 
of Karl Menninger. Viking Press, 1959. 

Hickman, C. P. Health for college students. Prentice- 
Hall, 1959. 

Hilleboe, H. E. Preventive medicine. Saunders, 1959. 
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State Medical Library 


Johnson, W. R. Science and medicine of exercise 
and sports. Harper, 1960. 
Joslin, E. P. Diabetic manual. Lea & Febiger, 1959. 


Karsner, H. T. Human pathology. Lippincott, 1955. 


Levine, S. Advances in pediatrics. Year Book Pub., 
1960. 


Parker, E. The seven ages of woman. Johns Hop- 
kins, 1960. 


Schneider, E. H. Music therapy. National Assn. Mu- 
sic Therapy, Inc., 1959. 

Shiveley, W. D. Sea within: story of our body fluids. 
Lippincott, 1960. 

Shultz, G. D. Letters to Jane. Lippincott, 1960. 

Slaughter, S. S. The mentally retarded child and his 
parents. Harper, 1960. 

Slobody, L. Survey of clinical pediatrics. McGraw, 
1959. 


U. S. Dept. H. E. & W. Central nervous system and 
behavior. 1959. 


Watson, B. B. Delayed effects of whole body radia- 
tion. Johns Hopkins University, 1960. 


Blue Shield 
(Continued from page 29) 


vertisements will appear in all Kansas newspapers 
during the year, describing the advantages and ben- 
efits of Kansas Blue Cross-Blue Shield. In addition, it 
is expected that several news and weather broadcasts 
will also be scheduled throughout the year. 

‘“‘We want more Kansans than ever before to know 
about Kansas Blue Cross-Blue Shield. We want them 
to learn through the printed and spoken word how 
they can enroll, and what the advantages of the pro- 
gram are.’ This is the statement of Blue Cross and 
Blue Shield spokesmen, as they gave their approval 
of the 1961 educational and promotional program. 
“We believe this television series is the finest and 
most authentic ever produced, and we are eager for 
all Kansans to learn more about modern medical and 
surgical techniques through this outstanding pro- 
gram.” 

Many Blue Cross-Blue Shield Plans throughout the 
country are currently sponsoring this dramatic TV 
series in their areas. 
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A scholarship and loan program for medical stu- 
dents, the status of foreign medical graduates, an 
A.M.A. membership dues increase, the expansion 
of voluntary health insurance, health care for the 
aged, and new developments in polio vaccine were 
among the major subjects acted upon at the Amer- 
ican Medical Association’s Fourteenth Clinical Meet- 
ing held in Washington, D. C., November 28-De- 
cember 1. 


G. P. of the Year 


Named as 1960 General Practitioner of the Year 
was 44-year-old Dr. James T. Cook of Marianna, 
Florida, who was selected for his dedication to both 
medical practice and service to the community. Dr. 
Cook is the 14th recipient of the award. 

Speaking at the Monday opening session, Dr. 
E. Vincent Askey of Los Angeles, A.M.A. Presi- 
dent, called upon the delegates to support not only 
existing A.M.A. programs but also expansion of 
new programs necessary to meet the challenges ot 
society. Dr. Askey assured the new administration 
in Washington of cooperation whenever and wher- 
ever possible but emphasized that the A.M.A. will 
not change its policies merely for the sake of con- 
formity. 

Total registration reached 8,170, made up of 
3,940 physicians and 4,239 guests. 


Scholarship and Loan Program 


The House of Delegates approved a scholarship 
and loan program proposed by the Special Study 
Committee of the Council on Medical Education 
and Hospitals, and also urged that there shall be 
local participation in the program at the state and 
county level. In commenting on the two-part pro- 
gram, the House approved the following statement 
by the Reference Committee: 

“This proposed program will provide concrete 
evidence of the American Medical Association’s sin- 
cere desire to attract increasing numbers of well 
qualified young people to enlarge the ranks of our 
profession. Your Reference Committee recognizes that 
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This summary of Washington news is prepared by the 
A.M.A. Washington Office for distribution to state med- 
ical journals. 


the program is wisely designed to allow for its en- 
largement through the support of individual physi- 
cians and other groups. Your reference committee 
was impressed with the enthusiastic support of this 
proposal indicated during the course of the discus- 
sion. There was indicated a desire that in the final 
formulation of the administrative details of this 
program, provision be made for widespread partici- 
pation by individual physicians as well as county 
and state medical societies. The program will clearly 
assist in securing highly talented individuals whose 
ability and leadership in all areas of medicine will 
be fostered and at the same time will bring needed 
financial assistance on a broad basis to medical stu- 
dents under a system in keeping with this Associa- 
tion’s belief in individual responsibility.” 


Foreign Medical School Graduates 


Meeting the problem of foreign medical grad- 
uates, the House of Delegates adopted a report 
which included the following statement: 

“In order that those foreign physicians who have 
not yet been certified by the Educational Council for 
Foreign Medical Graduates might be given further 
opportunity to enhance their medical education, hos- 
pitals would be encouraged to develop special edu- 
cational programs. Such programs must be of edu- 
cational worth to the foreign graduate and must 
divorce him from any responsibility for patient care. 
Foreign physicians may participate in these pro- 
grams until June 30, 1961, with approval of the 
Department of State so that their exchange visa 
will not be withdrawn before that time. This will 
also allow the non-certified foreign physician the 
opportunity to take the April, 1961, Educational 
Council for Foreign Medical Graduates examina- 
tion.” 


A.M.A. Dues Increase 


The House approved a Board of Trustee report 
which announced that a dues increase would be rec- 
ommended at the annual meeting in June 1961. The 
report indicated that the amount would be not less 
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than $10 and not more than $25 to be effective 
January 1, 1962. The Reference Committee asked 
the Board to consider an increase in the annual 
dues of $20.00, to be implemented over a period 
of two years: $10.00 on January 1, 1962, and $10.00 
additional on January 1, 1963. 

The House suggested that these funds be used to 
inaugurate or expand a number of programs includ- 
ing: 

1. Financial assistance to medical students. 

2. Continuing education for practicing physicians. 

3. Health advice to the lay public. 

4. Medical research. 

5. The expansion by the Communications Divi- 
sion of its program of faithfully portraying the 
image of the American Medical Association. 

It is important, the House emphasized, that the 
Board of Trustees report recommending a dues in- 
crease be transmitted in essence to the grass roots 
level. 


Voluntary Health Insurance 


In place of a Board of Trustees report and three 
resolutions, the House adopted the following substi- 
tute resolutions: 

“WHEREAS, It has been widely recognized that 
voluntary health insurance is the primary alterna- 
tive to a compulsory governmental program; and 

“WHEREAS, The public has shown its confidence 
in this voluntary system; and 

“WHEREAS, Current social, political and economic 
developments compel a new and revitalized effort 
to make voluntary health insurance successful; and 

“WHEREAS, The American Medical Association 
has consistently pledged itself to make available the 
highest type of medical care; therefore be it 

“Resolved, That the House of Delegates direct the 
Board of Trustees and the Council on Medical Serv- 
ice to assume immediately the leadership in con- 
solidating the efforts of the American Medical As- 
sociation with those of the National Association of 
Blue Shield Plans, the American Hospital Associa- 
tion and the Blue Cross Association into maximum 
development of the voluntary, non-profit prepay- 
ment concept to provide health care for the Amer- 
ican people; and be it further 

“Resolved, That similar leadership be undertaken 
to coordinate the efforts of private insurance carriers 
through conferences with their national organiza- 
tions ; and be it further 

“Resolved, That, where feasible, efforts be made 
to cooperate with representatives of other types of 
medical care plans, other professional groups, and 
representatives of industry, labor and the public at 
large.” 
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Health Care for the Aged 


The House reaffirmed the Association’s support 
of the Kerr-Mills Bill, which was passed last sum- 
mer, and its opposition to any legislation involving 
the use of the OASDI mechanism for medical aid 
to the aged. The delegates also urged all state and 
local medical societies to cooperate with the appro- 
priate state officials and provide leadership in im- 
plementing the provisions of the Kerr-Mills Bill. 

In connection with health care for the aged, the 
House suggested further experimentation in home 
care programs, homemaker services and _ visiting 
nurse services. The delegates also recommended an 
increased emphasis at all levels of medical educa- 
tion on the new challenges being presented to physi- 
cians in the health care of older persons. 


Polio Vaccine 


The House agreed with a Board of Trustees re- 
port which said: 

“In view of the fact that oral polio vaccine will 
not be generally available in sufficient quantity in 
1961 for any large scale immunizing effort, the 
Board of Trustees of the A.M.A. strongly recom- 
mends that the medical profession encourage the 
widest possible use of the Salk vaccine for the pre- 
vention of poliomyelitis. The Salk vaccine has been 
proved to be effective and since there are still many 
segments of the population not immunized against 
poliomyelitis every effort should be made to en- 
courage the general public to take advantage of the 
Salk vaccine without delay.” 

The Board report was amended to suggest that 
a proper committee be established by the A.M.A. to 
study the problems involved in administration of 
the new oral polio vaccine and to establish guides 
for physicians to follow when they are approached 
by various groups and asked for their support in 
administering oral polio vaccine. 


Miscellaneous Actions 


In considering a wide variety of resolutions and 
annual and supplementary reports, the House also: 

Approved continuing study and periodic re-eval- 
uation of the trend toward locating physicians’ of- 
fices in or adjacent to hospitals ; 

Directed the Committee on Medical Care for In- 
dustrial Workers to carry out its duties as previ- 
ously instructed and to prepare guides for physician 
relationships with medical care plans in conformity 
with the clear policies already laid down by the 
House of Delegates ; 

Approved a set of guides relating to drug expend- 
itures for welfare recipients; 

(Continued on page 35) 
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Move To Avert MepicaL Care Crisis 


That bold steps are called for to avert a serious 
shortage of medical personnel in another decade is 
the finding of two competent study groups. The first 
is the Consultant Group on Medical Education ad- 
vising the U. S. Surgeon General. The second, named 
by the Senate Appropriations Committee, is the Com- 
mittee of Consultants on Medical Research. 

Both political parties showed awareness of the com- 
ing shortage in their political platforms. The Dem- 
ocratic platform calls for federal aid to construct and 
modernize schools of medicine, dentistry, nursing 
and public health. The Republican pledge amounts 
to the same thing. 

The Senate Committee’s consultants have advised 
a billion dollar program of new medical and dental 
facilities during the next ten to fifteen years. The 
Surgeon General's group believes we will have to in- 
crease medical school graduates from 7,000 to 11,000 
per year to keep up with population. 

These study groups recommend “aggressive action” 
to get more facilities and to provide the loans and 
scholarships that will enable students to get a medical 
education. 

There is little doubt that there will be action. It 
is well that the blueprints of need are drawn well 
ahead of the time when it is estimated that shortages 
_ would create a national crisis in medical care.—Wach- 
ita Evening Eagle and Beacon, November 15, 1960. 


AMA Prociaims ALL-Out Ficut 


In announcing an all-out fight against the platform 
pledge of President-elect Kennedy to tie medical care 
for the aged in with the Social Security system, the 


The Kansas Press 


Medicine 


Editor's Note. In this section the JourNAL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


American Medical Association announces it does not 
intend to negotiate with the Kennedy Administration 
on the chance it may get some concessions. 

That is the surest way to defeat, spokesmen said. 
“They (the Kennedy leaders) are going to fight with 
everything and I tell you, gentlemen, we have to fight 
with every resource, right down the line,” said one 
of the AMA officials. 

The plan, AMA contends, would not cover all of 
the aged, would deprive eligibles of their right to 
choose their own doctor and would be socialized 
medicine. The AMA is credited with being a prime 
factor in defeating the Social Security plan in the re- 
cent session of Congress. Congress then went ahead 
and enacted the program by which the federal govern- 
ment subsidizes elderly patients unable to pay their 
own medical-hospital bills. 

How this fight will come out is unpredictable. But 
for the near pull one should not sell the doctors short. 
They are of a profession that has gained much stature 
through medical advances. Their word carries a lot of 
weight in that field. That the socialized approach will 
win in the long pull, however, might be expected. 
Looking back, one is impressed by the gains such 
methods have made in this century as the U. S. 
population thickens—Wichita Evening Eagle and 
Beacon, December 3, 1960. 


Docrors FOR THE FUTURE 


When the American Medical Association proposed 
an increase in its dues spokesmen said AMA would 
devote $300,000 a year of the increased revenue to 
scholarships for careers in medicine. 

Such a program has been recommended by the 


(Continued on page 35) 
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Dr. Joseph Seitz, Ellsworth, was elected president 
of the Central Kansas Medical Society at their quar- 
terly meeting. The society includes the eight counties 
in this immediate vicinity. 

Other officers elected were Dr. James J. Hamil- 
ton, Wakeeney, vice-president, and Dr. Eugene 
Siler, Hays, executive secretary. 

Dr. C. Arden Miller, dean of the Kansas Uni- 
versity School of Medicine, spoke on “Expanding 
Medical Education.” Other speakers were Carl Lam- 
ley, executive director of Stormont-Vail Hospital in 
Topeka, and Proctor Redd, Kansas Physicians Serv- 
ice (Blue Shield). 


Dr. J. A. Budetti, Wichita, attended the annual 
meeting of the American Society for Ophthalmologic 
and Otolaryngological Allergy, the American Society 
for Ophthalmologic and Otolaryngological Surgery 


NEW MEMBERS 


The Journat takes this opportunity to welcome these new 
members into the Kansas Medical Society. 


M. Martin Halley, M.D. Ethelee Ray, M.D. 

625 Mills Building K. U. Medical Center 

Topeka, Kansas 39th & Rainbow Blvd. 
Kansas City 12, Kansas 


William A. Reed, M.D. 
K. U. Medical Center 
39th & Rainbow Blvd. 
Kansas City 12, Kansas 


Quentin C. Huerter, M.D. 
7345 Leavenworth Road 
Kansas City, Kansas 


Robert C. Lawson, M.D. 
310 Medical Arts Building 
10th & Horne 

Topeka, Kansas 


Harry Salomon, M.D. 
Topeka State Hospital 
Topeka, Kansas 


Wendell K. Nickell, M.D. 
719 Mills Building 
Topeka, Kansas 


Jessie L. Spearman, M.D. 
334 Kansas Avenue 
Topeka, Kansas 


Fae H. Spurlock, M.D. 
V. A. Hospital 
Topeka, Kansas 


Karl K. Targownik, M.D. 
Topeka State Hospital 
Topeka, Kansas 
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and the American Academy of Ophthalmology and 
Otolaryngology meetings in Chicago. 


Drs. Harvey A. Tretbar and Leo P. Cawley, 
Wichita, spoke before the Tri-County Medical So- 
ciety at Harper. They presented a program on “Re- 
cent Clinical and Laboratory Advances in Adrenal 
Physiology.” 


Dr. E. D. Peffly has opened an office in Sedan. 
Dr. and Mrs. Peffly and their five children come from 
Arco, Idaho. 

Dr. Peffly was graduated from the School of Medi- 
cine at the University of Oklahoma, at Norman, in 
1953. He interned at Wesley Hospital in Wichita, 
and then spent two years as a flight surgeon in the 
Air Force. Following his service in the armed forces 
he entered private practice, which includes periods at 
Chetopa and Arco. 


Dr. Ray T. Parmley, Wichita, acted as a member 
of the Residency-Review Committee for Anesthesiol- 
ogists in Salt Lake City. 


Dr. David L. Traylor, Emporia, recently was 
elected president of the Willard R. Cooke Obstetrical 
and Gynecological Society at Galveston, Texas. The 
society which Dr. Traylor heads was named after a 
famed physician at the University of Texas Medical 
School, where Dr. Traylor took residency training. 


Dr. D. Cramer Reed, Wichita, was elected Presi- 
dent of the Kansas Division of the American Cancer 
Society at a recent meeting. Dr. Reed attended the 
American Cancer Society meeting in New York. 
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Dr. C. Arden Miller, dean of the University of 
Kansas Medical School, paid tribute to the impor- 
tance of postgraduate training that doctors receive 
from non-university hospitals when he spoke to Sedg- 
wick County doctors Dec. 13. 

Dean Miller said an enormous number of new 
problems and pressures are being put on medical edu- 
cation. “This applies not only to the half of the doc- 
tor’s education which begins in medical school but to 
his postgraduate training which he receives in non- 
university hospitals during his periods of internship 
and residency.” 


Dr. Wm. P. Callahan, Jr., Wichita, spent a 
week at Harvard and Yale Universities doing some 
studies on ‘Fluorescent Antibody Techniques.” 


Dr. C. F. Taylor, superintendent of the Sanato- 
rium at Norton, has been named Flying Physician of 
the Year by the Kansas Flying Physicians organiza- 
tion. Dr. Taylor has been secretary of the organiza- 
tion for three years. The new title is honorary. 

The flying physicians were organized several years 
ago and have a membership of from 50 to 60. They 
organized primarily to get acquainted with Kansas. 
Their meetings are social and their wives and fam- 
ilies accompany them on their flying trips over the 
state. 

Dr. E. F. Steichen of Lenora is president of the 
organization. 


Dr. Ray T. Parmley, Wichita, was an Associate 
Examiner for the Oral Examinations of the American 
Board of Anesthesiologists in Salt Lake City. 


Dr. Charles S. Brady, Atchison, was informed 
that he has been advanced to the rank of Fellow in 
the International College of Surgeons. 

The next congress of the North American Federa- 
tion of the world-wide group will be in Chicago in 
May, at which time Dr. Brady’s degree will be con- 
ferred at a convocation ceremony. 

Fellows of the International College of Surgeons 
have an entree all over the world. There are fewer 
than 100 Fellows in Kansas, virtually all close to 
large hospital operations in Wichita, Topeka, and 
Kansas City. 


Dr. Ernest W. Crow spoke before the Iroquois 
Medical Society at Minneola. His topic was “Con- 
genital Heart Disease.” 


Washington Highlights 
(Continued from page 32) 


Asked the Board of Trustees to study the ques- 
tion of blood replacement responsibility and also 
the matter of establishing health insurance fee 
schedules for surgical assistants ; 

Urged the Board to make every effort to reduce 
the number of physicians who are non-dues-paying 
members and approved a three-year study report on 
the relationships of physicians not-in-private- practice 
to organized medicine ; 

Requested the Board to present a completed re- 
tirement and Disability insurance program for 
A.M.A. members at the June, 1961, meeting, and 

Agreed that the General Practitioner of the Year 
Award should be continued as at present. 


The Kansas Press Looks at Medicine 
(Continued from page 33) 


AMA’s council on medical education and hospitals. 
It is designed to help overcome “a decline in the 
number and quality of eligible college students man- 
ifesting a serious interest in medicine . . . at a time 
when it is predicted that the national population will 
be increased by as much as 55 million in 15 years.” 

It is, of course, a creditable aim to attract students 
with proper qualifications into medicine. The stern 
requirements and considerable expense of a medical 
education prevent many aspiring students from finish- 
ing such a course, and many others are turned back 
for one reason or another. 

The University of Kansas School of Medicine can 
at present accommodate 740 students and has a cur- 
rent population of 711. Many young people who start 
medical training drop out, either through discourage- 
ment at the length of the course, inability to master 
some of the subject matter, or various personal rea- 
sons including a change of mind about their career. 

The size of a graduating class in medical school al- 
ways is considerably smaller than when the class start- 
ed, and the doctors once trained are as likely to settle 
in another state as in the one that educated them. 

Specialization, moreover, leads doctors away from 
rural communities and into urban centers where the 
hours are shorter and the pay higher, leaving the 
country towns in many cases without medical care and 
unlikely to attract any unless they take the initiative 
by building clinics, doctors’ offices, and otherwise of- 
fering inducements. 

The country is in little danger of training too many 
doctors. We should, as a matter of fact, be preparing 
to educate growing numbers of them as the popula- 
tion expands and our standards of health increase. 
The AMA’s scholarship program should be of benefit 
in attracting students to that training —Topeka Daily 
Capital, December 5, 1960. 
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Fitness, Hope, and Clarity 


Here is how you can keep in shape. These recom- 
mendations come from a celebrated funny man who is 
always full of energy—Bob Hope. 

Hope knows the importance of taking time out 
from a frenzied schedule—for a relaxed round of 
golf, or a just-plain session in the backyard hammock. 
With moderation as its keynote, Bob’s “take it easy” 


ELEVEN YEARS of television and an historic record 
of successes first in vaudeville then on the Broadway 
stage and in movies, have been kind to Bob Hope. The 
star of the “Bob Hope Buick Show” is still full of 
energy. 


physical fitness program contains seven rules that 
can keep you looking and feeling your best every day 
of your life. 

1. Know the shape you're in. Can you do a produc- 
tive day’s work and still have energy enough to enjoy 
your leisure hours? Are you seldom ill? If you can 
honestly answer ‘“‘yes,”’ it’s likely that you're basically 
sound—and staying that way should be a simple 
matter. 

2. Find the diet that’s right for you. Though the 
health-building food groups—meats and fish, dairy 
products, fruits, and vegetables—are important to a 
well-balanced diet, no single food is essential. Nor 
is any single food the key to health, though it’s true 
that sardines, cheeses, and other protein-rich and 
calcium-rich foods are especially valuable. Even fats 
and sweets—objects of so much scientific debate— 
have their place in a normal diet; in very small 
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quantities, they can aid weight reduction by helping 
to appease hunger. 

Hasty eating is as bad as overeating. Take time out 
for a leisurely lunch hour—it will pay off in greater 
efficiency as well as better health. If you suffer from 
chronic indigestion, see your doctor immediately. 

3. Learn how—and how much—to exercise. Ten- 
nis, handball, basketball, and skiing are best enjoyed 
by the already fit as fine ways to keep in condition. 
To get there? No better route than walking! 

“And no better way to walk than round a golf 
course,” Bob Hope adds. ‘Fresh air, beautiful 
scenery, good fellowship, and the fun of the sport. 
Even if you're a hacker like Bing, you'll get a big boot 
out of the whole experience.” Hiking, bicycling, 
swimming are all excellent ways to build muscle tone 
and increase lung capacity. You don’t have to be a 
weekend athlete. You can devote three half-hour 
periods a week to the exercises or sports that you like 
best. Exercises should be fun, not a punitive chore. 

4. Take a breather. Literally! Most people are 
“shallow breathers,” robbing their bodies of precious 
oxygen. When they fail to deliver enough to muscles 
and brain tissue, their bodies get tired. A yawn is 
nature’s way of forcing you to take in more oxygen. 

At least once a day, preferably while walking, 
breathe in as deeply as you can through your nose, ex- 
haling through your mouth. Repeat 10 times. You'll 
not only feel and work better, but you'll sleep more 
soundly at night. 

5. Get enough sleep. Enough is as much as you 
need to wake up refreshed and capable of a vigorous 
day’s work. It may be eight hours, somewhat more 
or a lot less. On mornings when you can’t drag your- 
self out of bed, yawn a little harder—the accompany- 
ing stretch sitmulates circulation. Curiously enough, 
the same trick helps put you to sleep at night! It 
eases the day’s tensions and helps them taper off to- 
ward a night of sleep. 

Don’t forget to wind the clock before retiring: the 
nagging awareness of something left undone can keep 
you awake. A small snack is a good idea. Should you 
wake up ravenous at four in the morning, eat! That’s 
no time for self-discipline, and your body really needs 
the food. 

6. Relax! Though you can’t eliminate tension from 
your life, you can learn to control it. 

Keep work and leisure hours as separate as pos- 
sible. Whenever you can, avoid taking work home 
with you. Never skip the vacations to which you're 
entitled—if you do, your staff may have to replace 
their “indispensable man” a lot sooner than they’d 
like. 

As Bob Hope says, it’s really not hard to keep 
yourself in top flight shape when you take it easy. 
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Obituaries 


ROBERT H. MAXWELL, M.D. 


Dr. Robert H. Maxwell, Wichita physician, died Dec. 17 at Wesley Hospital 
after a lengthy illness. He was 53. 

He was a member of the Plymouth Congregational Church. Born March 22, 
1907 at St. Joseph, Mo., he was a graduate of the University of Kansas Medical 
School. He came to Wichita in 1938. 

Among the many medical organizations to which he belonged are the Sedgwick 
County Medical Society (past president) ; American Board of Obstetrics and Gyn- 
ecology; American College of Obstetrics and Gynecology; Central Assn. of Ob- 
stetricians and Gynecologists; Wichita Obstetrics and Gynecology Assn.; Kansas 
Obstetrics and Gynecology Assn. ; Kansas City Gynecology Society. 

Survivors include his wife, Dorothy, son, John, and daughter, Jane, all of the 
home. 


JOSEPH W. SPEARING, M.D. 


Dr. Joseph W. Spearing, 70, Columbus physician, died Dec. 15 in the Columbus 
hospital. 

Dr. Spearing was born May 9, 1890 in New Orleans. He attended the Uni- 
versity of the South at Sewanee, Tenn., and Tulane University School of Med- 
icine. He practiced medicine at Norcatur, Kansas, for two years before serving 
with United States and the British armies in World War I. After his discharge he 
practiced in Cimarron, Kansas, from 1919 to 1939, when he came to Columbus as 
Cherokee County health officer. He was the medical director of the Kansas ordnance 
plant at Parsons from 1942 until he began practicing in Columbus in 1943. 

He was a member of the Cherokee County Medical Society, Masonic lodge of 
Cimarron, Mirza Shrine of Pittsburg, Keith Reeves post of the American Legion in 
Columbus, St. Stephen’s Episcopal Church in Columbus, and the Columbus commit- 
tee for the Kansas Tuberculosis and Health Association. He was president of the 
Cherokee County Shrine Club. 

Survivors include the widow, Mrs. Florence Spearing, a daughter, two sons, 
three sisters, and eight grandchildren. 
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Going Abroad? Here Are Some New Tips 


The Public Health Service has announced the 
adoption of simplified quarantine procedures at in- 
ternational airports. 

The principal change is elimination of group 
clearance, which preceded individual quarantine 
clearance on arrival of planes from foreign countries. 
Under the new procedures, if the aircraft captain 
certifies that no illness has been observed during 
flight, only individual clearance of passengers is re- 
quired. Group clearance had been maintained to 
prevent spread of disease by travelers who might 
have symptoms of quarantinable illness on arrival. 
If such illness is reported aboard a plane, or there 
is an unusual disease problem in the country where 
the flight originates, the strictest quarantine pro- 
cedures will be applied. The only major airport 
where passengers will be kept in groups is Miami, 
Florida, where the means of access to quarantine 
facilities makes the change impractical. 

Additional streamlining of quarantine procedures 
is being made wherever possible. 


NEW PROCEDURES 


The new procedures stress the responsibility of 
travelers for maintaining valid immunization records 
and the responsibility of airlines for reporting illness 
observed among passengers. 

Airline and Public Health Service officials consider 
this streamlining of entrance procedures an aid to- 
ward the objective of making visits to this country 
more attractive. This objective is in line with the 
President’s action in proclaiming 1960 “Visit the 
United States of America Year.” 

Visitors from foreign countries and United States 
citizens returning from abroad will benefit alike from 
the new quarantine procedures. Immigrants and cer- 
tain other non-citizens will continue to receive spe- 
cial Public Health Service inspection or examination 
as mecessary to determine compliance with health 
provisions of the immigrant law. 

The quarantinable diseases defined by interna- 
tional sanitary regulations are smallpox, yellow fever, 
cholera, plague, louse-borne typhus, and louse-borne 
relapsing fever. None of the quarantinable diseases 
is known to have been introduced into the United 
States from foreign countries since a smallpox out- 
break in the New York City area in 1947, although 
quarantinable disease continues to occur widely in 
other parts of the world. 


INTERNATIONAL QUARANTINE 


Modern international quarantine emphasizes the 
prevention of illness through immunization of trav- 
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elers, control of insects, cleanliness of conveyances, 
and safeness of food and water supplies. 

Vaccination against smallpox is of basic impor- 
tance for international travelers. Both citizens and 
aliens entering the United States (except persons 
coming from exempt areas) must have an interna- 
tional certificate of smallpox vaccination, received 
within three years of arrival. Persons not properly im- 
munized may be vaccinated by a quarantine officer, or 
released subject to further examination at their des- 
tination. If they have recently been in an infected 
area, they may be detained for medical observation 
for a period up to 14 days. 

Smallpox vaccination usually is not required for 
travelers who have been only in certain quarantine 
exempt areas, if they arrive on a conveyance that has 
touched only at those areas. (The exempt areas are 
Canada, the Islands of St. Pierre and Miquelon, Ice- 
land, Greenland, the West Coast of Lower California, 
Cuba, the Bahama Islands, the Canal Zone, the Ber- 
muda Islands, the British Virgin Islands, and the 
Islands of Aruba and Curacao.) 

For personal protection it was recommended by 
the Public Health Service that individuals planning 
trips to an area where smallpox is epidemic should be 
successfully vaccinated, or revaccinated, within six 
months of arrival in the infected area. 


YELLOW FEVER 


Travelers who have been in a yellow fever in- 
fected area within six days of arrival at United 
States ports are required to present an international 
certificate of yellow fever vaccination received within 
six years of arrival. This requirement applies when 
the traveler is bound for the “yellow fever receptive 
area’ in the southern part of the United States and 
its possessions. The nation has not had a yellow fever 
outbreak since 1905, but in several southern States 
and United States possessions the mosquito that 
transmits this disease is still present. The Public 
Health Service and State and local health depart- 
ments are cooperating in a mosquito control program 
at critical points. 

Travelers who have been in a cholera infected area 
within five days of arrival at United States ports are 
required to present an international certificate of 
cholera vaccination received within six months of 
arrival. 

PASSPORT REQUIRED 


In preparing to travel abroad where a passport is 
required, individuals receive the international certifi- 
cates of vaccination form with the passport applica- 
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tion. The form may also be obtained from travel 
agencies, transportation companies, local and State 
health departments, and offices of the Public Health 
Service, Department of Health, Education, and Wel- 
fare. Detailed information on vaccination require- 
ments and recommendations may also be obtained 
from those sources or from Public Health Service 
Publication No. 384 (revised 1959), ‘Immunization 
Information for International Travel,’ for sale by 
Superintendent of Documents, U. S. Government 
Printing Office, Washington 25, D. C., at 30 cents; 
reduction of 25 per cent is given on purchases of 
100 or more copies. 


Be an Economy Driver 


Give your brakes a break. When using brakes, and 
especially when braking from high speeds, slow down 
gradually if possible. Don’t hold your brakes down 
for long periods of time—this creates terrific heat 
which eventually leads to “‘brake fade.” It’s far better 
to brake with short bursts which also helps to avoid 
skids. Switching into a lower gear cuts down your 
speed, too. 

Don’t brake while going around a corner. Antici- 
pate the speed in which you can go through the corner 
and brake prior to entering, ensuring that you’re in a 
gear which will enable you to accelerate as you come 
out of the corner. 

Watch the five. Every driver has five cars to worry 
about: his own, the one ahead, the one behind, the 
one approaching, and the one pulling into the traffic 
stream from the side. Watch them and you won't add 
to the frightful toll of killed and injured on our 
nation’s highways. 

Let your foot save you money. Tests show that a 
light and steady foot on the accelerator can cut your 
car's annual gas consumption by as much as one- 
third. But don’t trust to gadgets—they’ve generally 
proved worthless at saving fuel. An automotive sur- 
vey shows that you can softpedal the annual gas and 
oil bill by about fifty dollars if you go soft on the 
pedal. 

Summerize by checking your battery, engine oil 
and cooling system often, since summer heat evapo- 
rates water faster. When checking the battery see to 
it that the battery plates are covered. Overfilling 
shortens the life of your battery. 

Winterize early. In the fall, get either a permanent 
or all-weather type anti-freeze, plus a complete in- 
spection overhaul, which should include a change to 
the right grade of oil. 

Never race a cold engine. Idle a few minutes after 
starting until the oil warms up. In the snowy season, 
put on chains by lining them up with the wheels, and 
driving onto them. The chains can then be pulled 


up over the wheels. When driving on sow or ice, 
never brake or accelerate violently. 

Go easy on the tires. Too much speed and incorrect 
pressure are two ways not to save rubber. Check your 
Driver's Manual for the correct pressure. If high- 
speed motoring is anticipated, or you're carrying an 
extra heavy load, it’s permissible to raise that pressure 
three to four pounds, not more. However, air should 
never be released from the tires when pressure has 
risen due to tire heat generated by high speed driving. 

Sudden stops and starts, curb rubbing, neglected 
tread cuts, unbalanced wheels, and bent or rusted rims 
are all potential tire-killers. Common-sense care, fre- 
quent front-end alignment, and frequent rotation of 
all five tires will add up to 50 per cent to the life of 
your tires. 

Wash with care. Set the brakes when washing your 
car, or ask the service man to do so, so that the shoes 
pressing against the drums will prevent water from 
wetting the brake linings. Should water wet the lin- 
ings while you’re fording deep water, drive your 
vehicle with one foot on the accelerator and the other 
on the brake. The friction will heat up the lining 
and evaporate the water from the drum. 

The best care that can be given to the finish of 
your car is frequent washing with plain warm water. 
A very light waxing or polishing with a material 
containing no abrasive gives you the added advantage 
of a slick surface which is more resistant to scratching 
or marring, but should not be overdone. Remember 
that wax which is not cleaned off the paintwork is 
more harmful than not waxing at all. 

Lubrication. The lubrication of your vehicle is 
obviously of paramount importance and should be 
carried out at regular intervals, as specified in your 
Handbook. Extra care in this direction not only in- 
creases the life of your car, but also makes it a far 
more pleasant piece of machinery to drive. 

Watch those spark plug danger signals. Always use 
the correct heat-range spark plugs in your vehicle. 
Check the color and condition of the plugs when 
periodically cleaning them. This can give you a good 
indication of the condition of the engine. Oily plugs, 
for instance, may mean that the engine is using oil. 
This may be happening past the pistons or through 
the valves and valve guides. A black plug indicates 
that the mixture is too rich, while a white one means 
that it’s too weak. One should aim for the happy 
medium—a light brown color. 

Finally, no story on car maintenance would be 
complete without a tip on how to “maintain’”’ good 
relations with that congenial man-in-blue, the traffic 
cop. If you're flagged down on the highway, be 
courteous, apologize, and tell your story honestly. Be- 
ing rude will only hurt your cause, and a soft answer 
may turn away a traffic ticket! 


i 
| 
° 


The Kansas Medical Society—1960-1961 


OFFICERS COUNCILORS 
District 2 J. W. Manley, Kansas City 
Immediate Past President..... Glenn R. Peters, Kansas City OEE See eee eae: Dick B. McKee, Pittsburg 
First View President Norton L. Francis, Wichita James. A. McClure, Topeka 
Second Vice-President........ H. St. Clair O’Donnell, Ellsworth Morgan, Emporia 4 
George E. Burket, Jr., Kingman John C. Mitchell, Salina 
John L. Lattimore, Topeka N. Blank, Hutchinson 
-1962 Jichi Villiam J. Reals, Wichita 
A.M.A, Alternate, 1960-1962..H. St. Clair O’Donnell, Ellsworth H. St. Clair O’Donnell, Elisworth 
i cok en Clair J. Cavanaugh, Great Bend 
A.M-A, Delegate, 1961-1965. ..Lacion B. Pyle, Lyle G. Glena, Protection 
A.M.A, Alternate, 1961-1963..Glenn R. Peters, Kansas City Edward F. Steichen, Lenora 
Chairman of Editorial Board. .Orville R. Clark, Topeka John O. Austin, Garden City 


OFFICERS OF COMPONENT SOCIETIES—1960 


Society President Secretary 

Crawford R. W. Friggeri, Howard R. Elliott, Pittsburg 
Doniphan. . ..Emerson D. Yoder, Denton.... Robert L. Corder, Highland 
Howard L. Wilcox, Lawrence. .-James S. Reed, Lawrence 

Mitchell... B. Vallette, Beloit........ Nienstedt, Beloit 
Fred E. Brown, St. Marys 
Shawnee R. D. Dickson, Topeka..... Richard Beach, Topeka 
A. Hardman, Smith Center. .V. E. Watts, Smith Center 
South Central Tri-County. ..P. M. Hulett, Anthony....... .M. D. Christensen, Kiowa 
Stafford W: Longwood, C. Everett Brown, Stafford 
Washington L. L. Huntley. Washington 

ilson Raymond J. Beal, Fredonia. C. E. Stevenson, Neodesha 


40 


The Journal of the 
KANSAS MEDICAL SOCIETY 


INDEX TO VOLUME LXI 


JANUARY, 1960, TO DECEMBER, 1960, INCLUSIVE 


Published Monthly by 
THE KANSAS MEDICAL SOCIETY 


41 


i 
q 
. 
| 
f 
2 


INDEX TO VOLUME LXI 
Calendar Year 1960 


AUTHORS’ INDEX 


Anderson, Harry 561 
Brown, Robert W. « 357 
Campbell, Frederick B. 512 
ves 1095 32% 165 
Dodge, 549 
n, Marvin 119 
Dyck, Core. 57 
Eastwood, Robert 273 
Eaton, Merrill T., Jr. ? 132 
Fairchild, Robert C. ... 432 
Hardin, Creighton A. 172 

Kittle, C. Frederick ...... 165, 415 
Matzke Howard A. 201 
Pusitz, M. E 5 
Reed, William A.” 152, 415 
Rising, Jesse D. 109, 159 
Robinson, A. W. . 
Scott, James 61 
Shelton, Ralph L., 179 


Winitz, Harris 330 
Young, B. 206 
Zelman, Samuel « 603 
INDEX TO SUBJECT MATTER 
Abnormal hemoglobins and associated fmmme (thesis) ..... - 440 
Actinomycosis of ano-rectum 512 
American Medical Association: 
clinical meeting in Washington 
Anemia: 
pernicious; treatment with ACTH 501 
study of, with radioactive chromium ......... 
Anesthesia: 
during electric shock therapy 
Annular pancreas 558 
Appendicitis, acute, in pregnancy 571 
119 
Breast carcinomas, treated by radiation supplementing omery 122 
Brown spider bites ............ Reddesechadenecechagheces 379 
Rkemauae 93, 195, 310, 355, 404, 453, 490, 534, 583, ra 
Carcinoma (see Tumors) 
Cardiovascular system: 
heart: 
diffuse interstitial myocarditis (CPC) ....... 
endocardial fibroelastosis (thesis) ...... 
hypertension: 
renal angiography in evaluation ............ 142 
portal, with or without esophageal “hemorrhage (thesis) 478 
pericarditis with effusion ....... incdesdedchbemeuntes ce 595 
peripheral circulation 
massive intravascular hemolysis following Fees to 
internal iliac arteries, bilateral occlusion of ............ 273 
Chemotherapy for treatment of tumors ............... 
Clinical pathological conferences: 
acute appendicitis and carcinoma GE 
carcinoma of lung, with vascular complications” weduateune 332 
decompression sickness ........ ces 
myocarditis, diffuse interstitial ............ecccceecccecee 287 


Committee reports: 


conservation of hearing and Fg > ech . 71, 189, 212 
maternal welfare ........ 26, 74, 191, 214, “ise, 350, 528, 616 
minutes of various committee ‘meetings. 
Stormont Medical Library Committee .............-.+40+- 284 
Complications, postoperative 
jejunogastric intussusception 
Contraconception, the oral method ‘of (thesis) ....ceccceceee 517 
urinary excretion of, in disease 1 
Deafness (see Ear 
Diabetes: 
in children, medical and psychiatric aspects .............. 427 
Diagnostic tests 
Loewi’s test for pancreatitis ......... 
enzymes in serum ....... 
radioactive chromium ............... 145 
Arthur Conan, doctor and writer... 
diectyl di sulf inate; serum lipid and protein levels 
Enovid, for endometriosis; complications from its use .... 278 
griseofulvin for tinea capitis 279 
tranquilizers, ataractics, sedatives 
triflupromazine (Vesprin) in mental retardation, 
Ear: defective hearing in children ............. viola 189, 212 
its value in epileptic 
Endocardial fibroelastosis (thesis) ....... 


Endocrine glands: 

adrenals; aldosteronism, primary ..... 
Enovid for treatment of endometriosis . 
Enzymes in serum, as diagnostic aids .. ‘ 
Ganglion cells, excitation by stimulation and by drugs 


Gastric volvulus, CONIC 
Gastrointestinal tract 
anus and rectum, actinomycosis of ........ 
appendicitis in pregnancy ..... 
colon: 
carcinoma of cecum (CPC) ...... 27 


i 
165 
440 


44 
familial polyposis of Cthiesis) 340 
intestine, polyposis of, with pigmentation (Peutz-Jeghers 
stomach 
jejunogastric intussusception following gastro-jejunal _ 
Zollinger-Ellison syndrome (thesis) 295 
Genito-urinary tract 
kidney: 
OQVATY, GETMOIG OF 83 
penis; Peyronie’s disease and its association with gout and 
ureter; removal of stones from its lower portion by Davis 
uterus: endometriosis, treated by Enovid ..........-..+++ 278 
Gilchrist’s disease (blastomycosis) 119 
Gout, in association with Peyronie’s disease ..........+..++. 204 
Hemoglobins, abnormal, and associated diseases (thesis) .... 440 
Hemolysis, massive intravascular, following exposure to venom 206 
History of Medicine: : 
Arthur Conan Doyle, doctor and writer .............5+0++ 13 
Hippocratic Oath; its background origins and _ history 
Hippocratic Oath; its background, origins and history (thesis) 607 
Hypnosis in treatment Of warts ......cccccccccccccccvccece 151 
Hypoglycemic agents, oral 135 
Hypotension, postoperative and postpartum ..... 397 
Infectious mononucleosis, treated by adrenocortical steroids 549 
Insurance: Workmen’s Compensation (continued) .......... 5 
Intussusception, jejunogastric, following gastrojejunostomy 61 
= , 215, 300, 618 
ansas Medical Society, annual session 
highlights of the meeting 
officers elected ......... 
committees for 1960-61 
Kansas University Medical Center 
report of postgraduate medica) education ................ 109 
Department of Medicine, activities 1953-1960 ............ 423 
Language and communication (J?arsons research project) ... 321 
Larynx, carcinoma of; radiation therapy for ............... 465 
Lungs, carcinoma of, with vascular complications (CPC) .... 332 
Mental illness, prevention Of ...........eeeeeeeeeceeeeeeee 05 
Mental retardation ; 
treatment by means of 386 
Military Medicine; medical mobilization of the future ...... 599 
Mobilization of medical forces in the future .............+.. 


Mononucleosis, infectious, treated by steroids 


Myocarditis, diffuse, interstitial 


Nervous system 
brain 
changes in trochlear nuclei from tetanus toxin in supe- 
epilepsy, value of electroencephalogram in control ...... 394 
pituitary, adenoma of, with acromegaly (tumor conference) 435 
ganglion cells, effects of stimulation and drugs ........... 10 
Obstetrics 
contraception, the oral method of (thesis) ............... 517 
hypotension as postpartum complication ............+..+. 397 
Occlusion of both internal iliac arteries, complications from 273 
Pancreas: 
595 
Peyronie’s disease, and its association with gout and trauma 204 
Phenylketonuria, treatment by diet ..............ceeeeeeees 90 
Polyposis of colon, familial (thesis) ................seesee. 340 
Portal hypertension, with and without esophageal hemorrhage 
... 34, 88, 194, 220,.301, 349, 405, 447, 487, 527, 579, 617 
Psychiatry: 
psychiatry for college ‘students 327 
Radioactive chromium as diagnostic aid in anemia ......... 145 
Renal angiography as aid in selection of patients for surgical 
Respiratory system 
larynx, radiation therapy for carcinoma of ............... 465 
lungs, carcinoma of, with vascular complications (CPC) .. 332 
mediastinal cystic hygroma (tumor conference) .......... 513 
Retarded children, Parsons research project in language and 
Serum lipid and protein levels during dioctyl sodium sul- 
Shock therapy, electric, under anesthesia ................4. 57 
Spider bites (bmpwn) 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Steroids 
in treatment of infectious mononucleosis ...........+.++++ 549 
in treatment of pernicious anemia .............220eeeee. 501 
triamcinolone acetonide, for intra-articular injection ...... 561 
Tetanus toxin, changes in trochlear nuclei by ............... 201 
Thoracentesis, technics with easily evalinble materials ..... 469 
Tinea capitis, treated by griseofulvin .............eceeeee0s 279 
Tranquilizers? Ataractics? Sedatives? 159 
Triamcinolone acetonide, for intra-articular injection ....... 561 
Tumor conferences 
carotid body tumor (chemodectoma) ...........+.e-eee0e 208 
Tumors:(see also, Tumor Conferences) 
breast carcinoma, treated by radiation supplementing surgery 122 
intestinal polyposis with pigmentation (Peutz-Jeghers syn- 
larynx, carcinoma of, treatment by radiation ............ 465 
lung, carcinoma of, with vascular complications (CPC) .. 332 
Ureteral stones, removal by Davis loop extractor ........... 199 
Urine, excretion of coproporphyrin in ............0...ee00- 1 
Venom, causing massive intravascular hemolysis 
Workmen’s Compensation Insurance (continued) 
Zollinger-Ellison syndrome (thesis) 
EDITORIALS 
America’s Dual System of Higher Education ............ 216 
Assistants’ 


Stand on Forand 
C. Arden Miller, Dean . 
Committee Appointments 
Committee Minutes Summarized in Journal 
Comprehensive Educational Survey of Kansas, The ........ a 
tor Murphy Leaves Kansas 
Doctor Wrightman Recovering 
Education in Kansas 
Experiment on Drug Sales 
Forand Bill, The 
Happy New Year 
House of Delegates, 
H. R. 12580 
Malpractice Action, A 
Malpractice Definition 
M.D. and the L.P.N., The 
Medical Assistants’ Pilot Workshop 
Mills’ Bill Becomes Law—October 1 
New Constitution and By-Laws 
Party Health Platform 
Political Responsibility 
Power of Language 
Rehabilitation 
Res Ipsa Loquitor 
Vote November 8 
Watch Out 
Welcome Chancellor Wescoe 
Where We Stand on the Medical Program 
World Medical Association 


The 


Atkin, Edward Henry 
Baird, Albert 


Calkins, 
Clayton, 
Decker, E. 
Dreher, 

Elson, 

Forney, L. O. 
Funk, Ralph L. 
Harvey, Ernest 
Hatcher, A. R. 
Hinden, Jacob 
Huffman, Charles S. 
Kalbfleisch, E. L. ...... 
Lee, James Grant 
Lemon, F. W. 
Lenski, Frank X. 


Sutter, Loe Albright 
Swanson, John T. 


Turgeon, Leo V. 
Warriner, William L. 
Wilson, 


Clyde 


| 
107 
B53 
i 89 
BO2 j 
P17 j 
89 
89 
07 
90 
921 
17 
88 
51 
48 
; 80 
b23 
29 
48 | 
49 
i 20 
06 
35 
54 
06 
35 
03 
OBITUARIES 
628 
. 99 
377 
317 
412 
461 
198 i 
i 


ADVERTISEMENTS 


IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 
ends of the vagus 


PRO-BANTHINE’ 
with DARTALE 


Professional reliance on the therapeutic profi- 
ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 
prescribed anticholinergic. 

The consistent relief of emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 


USUAL ADULT DOSAGE: 
One tablet three times a day. 

SUPPLIED as aqua-colored, compression-coated tab- 
lets containing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 


6.p. SEARLE « co. 


_ Chicago 80, Illinois 
Research in the Service of Medicine 
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effective control of pathogens...with an unsurpassed record of safety and tolerance 


for acute 
upper respiratory infections 


The Original Tetracycline Phosphate Complex U.S. PAT. NO. 2,791,609 


SUPPLY: TETREX Capsules tetracycline phosphate 
complex — each equivalent to 250 mg. tetracycline HCI 


| a activity. Bottles of 16 and 100. 
BRISTOL LABORATORIES, SYRACUSE, NEW YORK BRISTOL TETREX Syrup — tetracycline (ammonium polyphosphate 
Div. of Bristol-Myers Co. buffered) syrup — equivalent to 125 mg. tetracycline HCI 


activity per 5 mi. teaspoonful. Bottles of 2 fl. oz. and 1 pint. 
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Available only to physicians for their distribution— 


Complete Cholesterol Depressant 
Menus and Recipe Book 


A new, authoritative patient-aid . . . for professional distribution only 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 
specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 
ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil—winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) ........... 50-55% 
Oleic acid glycerides (mono-unsaturated) ............ 16-20% 
Palmitic, stearic and myristic glycerides (saturated)... . 25-30% 
Phytosterol (Predominantly beta sitosterol) .......... 0.3-0.5% 


Never hydrogenated—completely salt free 


Poly-unsaturated Wesson is unsurpassed by any readily 
available brand, where a vegetable (salad) oil is medically recommended 
for a cholesterol depressant regimen. 
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USE THIS HANDY ORDER FORM 


The Wesson People, 210 Baronne St., New Orleans 12, La. 


Please send______free copies of 
“Your Cholesterol Depressant Diet Cook Book” for use with patients, 


ADDRESS__ 
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ADVERTISEMENTS 


RELIEVE ALL 


COMMON 
COLD 


SYMPTOMS 
ATONCE 


WITH 


‘EMPRAZIL 


THE TOTAL COLD-THERAPY TABLET 


: nasal decongestant - analgesic 
\ Pi antipyretic - antihistamine 


The ingredients combined in each ‘Emprazil’ tablet 

provide multiple drug action for prompt sympte- 

matic relief of aches, pains, fever and respiratory i 
congestion—due to common colds, flu or grippe= i 
without gastric irritation. i 
Dosage: Adults and older children — One or two tablets 

t.i.d. as required. Children 6 to 12 years of age—One 

tablet t.i.d. as required. 


Supplied: Bottles of 100 or 1000 


Each orange and yellow layered tablet contains: 
*Sudafed’® brand Pseudoephedrine Hydrochloride. 20 mg. 
‘Perazil’® brand Chiorcyclizine Hydrochloride .... 15 mg. 


BURROUGHS WELLCOME & CO. 


(U.S.A.) INC., Tuckahoe, N. Y. Complete literature available on request. 
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® 
| relieves pain, 
muscle spasm, 


nervous tension 
rapid action + non-narcotic + economical 


“We have found caffeine, used in combination with acetylsalicylic acid, acetophenetidin, 

and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 

effective medicaments for the symptomatic treatment of headache due to tension.” 
Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 


Available: Fiorinal Tablets and Each contains: Sandoptal (Allylbarbituric Acid N.F. X) 

50 mg. (3/4 gr.), caffeine 40 mg. (2/3 gr.), acetylsalicylic acid 

200 mg. (3 gr.) , acetophenetidin 130 mg. (2 gr.). 

Dosage: 1 or 2 every four hours, according to need, up to 6 per day. SANDOZ 


New Form — Fiorinal Capsules 
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MANY CANCERS ARE CURABLE...NOW. These are words of hope 
for the thousands of cancer patients who see their physicians in time. 


Tremendous gains can be made... now...in three of the most common 
cancer sites: breast, cervix, rectum. The annual health checkup can 
often detect early cancers in these sites at a time when presently avail- 
able methods of treatment can effect many more cures than are being 


achieved today. 


The American Cancer Society, therefore, in its broad public education 
program, emphasizes the importance of annual physical examinations 
for all adults. 


Together an alerted public and the medical profession can win a major 
victory over cancer... now. 
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Squibb Triple Sulfas (Trisulfapyrimidines) 


Clinical experience continues to prove that 
TERFONYL provides many special advantages 
fundamental to successful antibacterial therapy. 


- specificity for a wide range of organisms. superinfection rarely 
encountered -« soluble in urine through entire physiologic pH range 
+ minimal disturbance of intestinal floras excellent diffusion through- 
out tissues + readily crosses blood-brain barrier * sustained 
therapeutic blood levels- extremely low incidence of sensitization 


SUPPLY: Tablets, O.5 gm. « Suspension, raspberry flavored, O.5 gm. per teaspoonful (Scc.). 


Squibb Quality—the Priceless Ingredient 


“TERFONYL’® 1S A SQUIBB TRADEMARK 


more and more physicians are prescribing this triple sulfa ; 
: 
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THE LATTIMORE-FINK 
LABORATORIES 


Topeka — El Dorado 
Kansas 


A. A. Fink, M.D., Pathologist-Director 
C. G. Hermann, M.D., Pathologist 

J. L. Lattimore, M.D., Pathologist 
H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. A. Hull, A.B., Bacteriologist 

W. B. Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 
A.M.A. Approved School of 
Medical Technology 


Containers Furnished Upon Request 


The Neurological Hospital 


2625 West Paseo Blvd. 
Kansas City 8, Missouri 
Harrison 1-0623 

A voluntary, nonprofit facility for the treat- 
ment of acute psychiatric disorders, alcohol- 
ism, drug addiction; and the long term care 
of the geriatric patient. 


Are You Getting Your Journal 
Regularly? 


If Not... 
Have You Notified the Society’s 
Executive Office of Your New Address? 
Send all changes of address to: 


THE KANSAS MEDICAL SOCIETY 
315 W. 4th Street 
Topeka, Kansas 


nvitation to visit the Kansas Oxygen 


P F N - H 0 T § . ant at the extreme east end of Carey Boulevard, 8 to 5 


- Monday through Friday; other times by appointment. 


_ 
ALL THE NECESSARY EQUIPMENT — REGULATORS, ROMIDIFIERS, 
FLOWMETERS, CATHETERS, MASKS, CANNULAS—INCLUDING HIGH a 
PURITY OXYGEN FOR THE TREATMENT OF THE OUT PATIENT. PURCHASE 
KANSAS OXYGEN, INCORPORATED 
| 
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ERYTHROCIN 


Erythromycin, Abbott 


How much “spectrum” do you need in treating an 
infection? Clearly, you want an antibiotic that will 
show the greatest activity against the offending or- 
ganism, and the least activity against non-patho- 
genic gastro-intestinal flora. 

‘Weigh these criteria—and make this comparison— 
when treating your next coccal infection. Erythrocin 
is a medium-spectrum antibiotic, notably effective 


O1tz97 


“against gram-positive organisms. In this it comes 
‘close to being a “specific” for coccal infections — 


prese 
antibiotic than 


which means it is delivering a high degree of activity 
against the majority of common infection-producing 
bacteria. 


And against many of the troublesome “staph” strains 
—a group which shows increasing resistance to peni- 
cillin and certain other antibiotics—Erythrocin con- 
tinues to provide bactericidal activity. Yet, as potent 
as Erythrocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy-to- 
swallow Filmtabs®, 100 and 250 mg. 
Usual adult dose is 250 mg. every six 
hours. Children, in proportion to age 
and weight. Won’t you try Erythrocin? 
®Filmtab—Film-sealed tablets, Abbott. 


ABBOTT 


| 4 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


l simple dosage schedule produces rapid, reliable 
tranquilizatiun without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
Also as MEPROTABS* — 400 mg. unmarked, coated tablets; and 

as MEPROSPAN®— 400 mg. and 200 mg. continuous release capsules. 


@ WALLACE LABORATORIES / Cranbury, N. J. 


{ 
| 
| 
3 
M-2537 @TRAOE-MARE 
’ 


...for the tense and nervous patient 


Despite the introduction in recent years of ‘‘new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 


O C lca USE... 
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stops tension 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions...new compound 
kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, totally dif- caffeine: a safe, mild stimulant for elevation of 


ferent analgesic combination that contains three mood. As a result, the patient gets more complete 
drugs. First, Soma: a new type of analgesic that relief than he does with other analgesics. 

has proved to be highly effective in relieving Soma Compound is nonnarcotic and nonad- 
both pain and tension.” Second, phenacetin: dicting. It reduces pain perception without im- 
a “standard” analgesic and antipyretic. Third, pairing the natural defense reflexes.* 


NEW NONNARCOTIC ANALGESIC 


Composition: Soma (carisoprodol), 200 mg.; 


® 
phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 
scored tablets. 


NEW FOR MORE SEVERE PAIN 


soma (Jompound codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only %4 grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires 1% grain. 


Composition: Same as Soma Compound plus % grain codeine phosphate. 
Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


*References available on request. 


WALLACE LABORATORIES ° Cranbury, N. J. 
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Deformity Appliances Sick Room Equipment 
f Q lit Health Machines 
uall 
Y * RENTALS — SALES * 
Orthopedic and Surgical Appliances Invalid Walkers Exercycle 
Artificial Limb Wheel Chairs Massage Belts 
Hospital Beds Exercise Bike 
Trusses 
a PETRO’S SURGICAL APPLIANCES 
ominal 618-20 Quincy Topeka, Kans. Ph. CE-40207 
Supports 
Elastic 
Hosiery 


Prairie View Hospital 


Newton, Kansas 


Supports (ey 


Taylor Back Brace 


Surgical _ Made to Order in 
Corsets Our Own Factory Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
P. W. HANICKE MFG. CO. service of the Mennonite Central Com- 
1009 McGee St. VI 2-4750 eitees. 


KANSAS CITY, MO. 


Reliable 


PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


with proficient defense 
that cuts the cost 


40593 


TAPROTEGIIVE 


Professional Protection Exclusively since 1899 


KANSAS CITY OFFICE: Robert E. McCurdy, Rep. 
8917 W. 94th Street, Overland Park, Kansas Tel. LOgan 1-1498 


ORTIWAYNESNDIANA 
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COLDS AND SINUSITIS— 
THE RIGHT AMOUNT SPACE” 


RIGHT AWAY 


(I) LABORATORIES 
New York 18, N.Y. 


NEO-SYNEPHRINE 


(Brand of phenylephrine hydrochloride) 
hydrochloride 


NASAL SOLUTIONS AND SPRAYS 


Neo-Synephrine hydrochloride relieves the boggy 
feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


Neo-Synephrine solutions and sprays produce shrink- 
age of tissue without interfering with ciliary activity 
or the protective mucous blanket. 


® For wide latitude of effective and safe treatment, 
Neo-Synephrine hydrochloride is available in nasal 
sprays for adults and children; in solutions from 
144% to 1%; and in aromatic solution and water 
soluble jelly. 
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How 
Acquire 
Permanent 
Savings Habit 
Minutes 


Learning to save isn’t the easiest 
thing in the world. But thousands 
of Americans have discovered a 
way that requires no learning— 
buying U.S. Bonds on Payroll 
Savings. Just ask your company’s 
bond officer to set aside any 
amount you wish each payday. 
You’ll be surprised how little it 
changes your spending habits— 
and how quickly your savings will 


Just sign your name and youre saving! Buying 
U.S. Bonds on payroll savings requires no 
our payroll clerk does the 


“saving skill’’. 
saving for you. 


NOW every Savings Bond you own —old 


grow. Try it and see! 


U.S. SAVINGS BONDS ARE MORE THAN 
A GOOD WAY TO SAVE 


You save automatically with the Payroll 
Savings Plan. 


You now get 334% interest at maturity. 
You invest without risk under a U.S. 


or new —earns 44% more than ever before. 


Government guarantee. 

Your money can’t be lost or stolen. 

You can get your money, with interest, 
anytime you want it. 


You save more than money —you help 
your Government pay for peace. Buy Bonds 
where you work or bank. 


You Save More Than Money With 
U.S. Savings Bonds 


The U.S. Government does not pay for this advertising. The Treasury Department thanks 
The Advertising Council and this magazine for their patriotic donation. 
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coughed? 


WHENEVER COUGH THERAPY 
IS INDICATED 


adult dose: On 


= promotes expectoration = rare 
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CLASSIFIED ADVERTISEMENTS 


SOUTHEAST KANSAS: For sale or lease, modern, com- 
pletely equipped, X-ray, 8 room office designed to accommodate 
one or two doctors. Two story building; office on Ist floor; 
upstairs suitable for living quarters or rental, county seat 
town of 3300, trade area 10,000, new 40 bed hospital, high 
school, 3 grade schools, 1 parochial school, 25 miles from 
swe Mo., Miami, Okla. and Pittsburg, Kansas. Well estab- 
ished 17 years practice. Doctor deceased. Write the JouRNAL 
2-161. 

FOR SALE: Physician’s equipment, instruments, complete 
X-ray, five rooms office furniture. All modern, first class equip- 
ment of a late physician and surgeon. Office in excellent loca- 
tion, ground floor, progressive community, new 80-bed hospita! 
under construction. Excellent opportunity for young physician 
and surgeon. Write the JourNAL 7-260. 

SURGERY: Board qualified surgeon. Oklahoma community 
hospital staff. 

UROLOGY: Board qualified urologists also wanted for the 
same hospital. For more information write the JourNAL Box 
1-1160. 

AVAILABLE: Resident doctor needed to treat patients in 
emergency room and out patient department. Good Salary. 
Call Kansas City, Kansas, MAyfair 1-0700 or Write the 
JournaL 1-660. 

OPPORTUNITY for research investigator for long term 
or short term medical research. Write the JourNAL 1-860. 

KANSAS—central; death of physician with fifty year 
practice grossing $40, 000.00; six-room office with rentable 
apartments above; equipped with x-ray machine and air 
conditioning. Contact: ohn Henry Lewis, Hoisington, Kansas. 


TWO-MAN Pediatric Partnership seeks third pediatrician. 
Located in beautiful new_ medical building in one of Iowa’s 
most progressive towns. Excellent school, church and cultural 
facilities. Very fine opportunity. Write the Journat 1-360. 

OPPORTUNITY for research investigator for long term 
- short term medical Research. Write the JourNnaL Box 

1160. 

OPENING for associate physician in established office at 
excellent location in northwest Denver. Doctor—moving—en- 
joyed a very large practice. a very substantial part of which 
will remain to the new doctor. Remaining associate physician 
is well established internist. Write the JouRNAL 2-660. 

INTERNIST, Board Eligible or Certified, Write the Jour- 
NAL 7-160. 

PHYSICIAN’S INSTRUMENTS and equipment od sale 
reasonable, forced to retire because of illness. Also office for 
rent, good location, reasonable rent, adjacent to apothecary, 
owner will decorate to suit new tenant. Write the JouRNAL 
1-161. 

WANTED. General Practitioner—Cherryvale, Kansas. One 
who will do night work when needed. Good opening. Nothing 
to sell. Write the JourNnaL 2-360. 

WISCONSIN OPPORTUNITY—Director, Community Men- 
tal Health Services. Help develop community mental health 
consultant service of state Division of Mental Hygiene. 
Start $19,860. Range to $21,660. Need certification, and 
supervised work in a child psychiatry training program or 
two years in a community mental health or clinic program. 
Write Dr. Leonard J. Ganser, Director, 1552 University 
Avenue, Madison, Wisconsin. 


Nationally advertised Surgical Supplies and Equipment for your convenience at 
Topeka, Joplin, Kansas City, St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 


ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 


February 28, March 1, 2 and 3, 1961 


Palmer House, Chicago 


Daily Half-Hour Lectures by Outstanding Teachers and Speakers on subjects of interest to 


both general practitioner and specialist. 
Panels on Timely Topics 


Medical Color Telecasts 


Teaching Demonstrations 


Instructional Courses 


Scientific Exhibits worthy of real study and helpful and timesaving Technical Exhibits. 


The Chicago Medical Society Annual Clinical Conference should be a MUST on 
the calendar of every physician. Plan now to attend and make your reservations at 


the Palmer House. 
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the diagnosis and treatment of 


DEPRESSIONS in private practice 


Prepared and narrated by S. Bernard Wortis, M.D., Dean of the School of Medicine 
and Post-Graduate Medical School, Chairman and Professor of the Department of 
Neurology and Psychiatry, New York University Medical Center 


This timely teaching film is now available for 
showing to interested professional groups. 

The film describes and illustrates the signs of 
depressions commonly seen in general medical 
practice, and outlines suggested plans of treatment 
by the family physician. Suggestions are given on 
methods of handling suicide risk, referral, treat- 
ment in consultation, and hospitalization. 


The film is black and white, sound-on-film, runs 
about 20 minutes and contains no commercial 
material. 

To arrange for a group showing, please write 
the date you wish to show the film (list alternate 
dates, if possible) and the number of physicians 
expected to attend. 

Mail your request to: 


Professional Services Dept. 
WALLACE LABORATORIES 
Cranbury, N. J. 


® 
WwW} WALLACE LABORATORIES /Cranbury, N. J. / producers of Deprol® 
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Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 


Eligible Dependents. 


Atl 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to you FREE upon request. 


Medical Appliances 


Our medical appliance department does 
expert fitting of: 


Elastic hosiery Dorso-lumbar supports 


Breast prostheses Lumbo-sacral belts 
Maternity brassieres 
Taylor back braces Maternity belts 

Rib belts Trusses 


Pelvic traction belts 


Cervical braces 


Fittings by prescription only 


Munns Medical Supply Company 
Topeka, Kansas 


Tenth and Horne Streets Telephone CE 5-5383 
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AN AMES CLINIQUICK” 


CLINICAL BRIEFS FOR MODERN PRACTICE 
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PROCEDURES 
_ ARE INDICATED IN | 
DIABETICS WITH 
_ URINARY TRACT 

INFECTIONS? 


A urine culture is absolutely essential in the diabetic suspected of having a urinary tract infec- 
tion since such infection is not always accompanied by pyuria. It is also essential to keep the 
urine free from sugar—as shown by frequent urine-sugar tests—for successful therapy. 

Source: Harrison, T. R., et al.: Principles of Internal Medicine, ed. 3, New York, McGraw-Hill Book Co., 1958, p. 620. 


the most effective method of routine testing for glycosuria... 


color-calibrated 
BRAND Reagent Tablets 


the standardized urine-sugar test for reliable quantitative estimations 


Urinary tract infections are about four times more frequent in the diabetic than in 
the non-diabetic. The prevention and treatment of urinary tract infections, as well as 
the avoidance of other complications of diabetes, are significantly more effective in the 
well-controlled diabetic. The patient should be impressed repeatedly with the importance 
of continued daily urine-sugar testing—especially during intercurrent illness—and warned 
of the consequences of relaxed vigilance. 


“urine-sugar profile” with the new Graphic Analysis Record included in the CLinITEST 
Urine-Sugar Analysis Set (and in the tablet refills), daily urine-sugar readings may be recorded to 
form.a graphic portrayal of glucose excretion most useful in clinical control. 84460 
¢ motivates patient cooperation through everyday use of Analysis Record 

e reveals at a glance day-to-day trends and degree of control AM ES 
¢ provides a standardized color scale with a complete range in the familiar blue-to COMPANY, INC 


Elkhart « Indiana 
orange spectrum Toronto * Canada 


guard against ketoacidosis ADDED SAFETY FOR DIABETIC CHILDREN 


... test for ketonuria ACETEST® KETOSTIX°® 


for patient and physician use Reagent Tablets Reagent Strips 
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CONTROL WHEN IT 
IS VITALLY NEEDED: 
THORAZINE® INJECTION 


brand of chlorpromazine 


‘Thorazine’ can rapidly control the severely 
agitated patient, preventing him from harming 
himself or those around him. Usually, his 
belligerence, hostility and excitement are re- 
placed by rational, docile behavior, and he 
becomes receptive to guidarice and counselling. 


‘Thorazine’ is so effective in agitation because 
it provides an intense tranquilizing effect, for 
control of both emotional and physical hyper- 
activity; and a transitory soporific effect, for 
added initial control of physical hyperactivity. 


Smith Kline & French Laboratories 
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